'At the cutting edge - experts by experience, care by experts': a study of two interpretations of the language of self-injurious behaviour in a group of women by Judith Reece (7189739)
 
 
 
This item is held in Loughborough University’s Institutional Repository 
(https://dspace.lboro.ac.uk/) and was harvested from the British Library’s 
EThOS service (http://www.ethos.bl.uk/). It is made available under the 
following Creative Commons Licence conditions. 
 
 
 
 
 
For the full text of this licence, please go to: 
http://creativecommons.org/licenses/by-nc-nd/2.5/ 
 
"At The Cutting Edge... Experts by Experience, Care By Experts"--- A Study 
Of Two Interpretations Of The Language of Self-Injurious Behaviour In A 
Group of Women. 
By 
Judith Reece 
Doctoral Thesis 
Submitted in partial fulfilment of the requirements 
For the award of 
Doctor of Philosophy of Loughborough University 
14th February 2006. 
@Judith Reece 2006. 
Acknowledgements 
Numerous people have offered support, help and guidance throughout the 
course of this study. Firstly, the University of Derby, my current employer, has 
supported me by allowing time for me to complete writing up and the personal 
encouragement not to abandon the task, when illness and other situations 
threatened to overwhelm. In particular I would like to thank Anni Telford in this 
respect. 
DeMontfort University, Leicester gave invaluable support, including time for me to 
visit relevant facilities in the United Kingdom, Canada and the United States of 
America. The necessary financial support came from a Nightingale Scholarship via 
the Nightingale Foundation which allowed me to gain the wider insight into 
specialist facilities for women who are self-injurious. In particular, I would like to 
express my thanks to Jane Bunclark at the Crisis Recovery Unit for her great 
insights, support, and her willingness to allow me to be in the unit for several 
periods of time, and interview some of her colleagues for the study. 
Secondly, but most importantly my thanks to the women who agreed, took 
part and discussed issues that were painful in the extreme on occasions. At the 
same time I was moved by their willingness to help and be "named" as self- 
injurious, and was deeply affected many times by their accounts. Some women are 
nameless because they are part of the "literature" but they too deserve mention. I 
deeply respect them all for their determination to continue and in some cases move 
on to teach and support other self-injurious women. The nurses who took part, 
came from a variety of settings all offered something unique to the study, and on 
occasions were willing to show vulnerability, as well as offer support and critical 
insight. Several different women helped with the difficult task of transcribing 
interviews, it was hard work in many senses, thank you. Thanks are also due to 
Elaine who made a vital contribution in interpreting my diagrams and reproducing 
them for me. 
Thirdly, my supervisor Professor Barbara Bagilhole, who has encouraged, 
cajoled very gently, and supported me through all my postgraduate studies. Her 
unending insights into feminist approaches to study, insightful criticism and 
encouragement make her an exceptional supervisor; I hope I have at least repaid 
some of her faith in me. Part time, mature, working students have a variety of things 
that constantly threaten to overwhelm, and Barbara saw me through them all over 
many years. Thank you for being such an exceptional supervisor. 
Finally to people who I call my family. Ruth, as a professional convinced me 
eventually of the value of research to practice and of the need to widen my 
horizons. But, she has also been a friend for over 40 years and has offered support 
on every occasion and in various ways. 
To Diane, who supplied endless cups of tea, patience in abundance, and literally 
lived with my pre-occupation with this study as well as work which takes up so 
much time. You offered practical help proof reading, commenting and most 
importantly encouragement and support, when various things conspired against 
me, thank you. 
Lastly two people, Marjorie whose non-stop feminist insights offered the courage to 
continue the battle with the study and for oppressed women, and my mother who 
sadly died before I completed this, but who I know would have wanted to see this 
study finished. 
ii 
CONTENTS Page 
Acknowledgments 
List of Figures Vill 
Glossary of Terms ix 
Abstract xv 
Chapter I 
Introduction. 
1.1 Personal Introduction. 1 
1.2 Introduction. 2 
1.3 Background to the study. 3 
1.4 The purpose of the study. 6 
1.5 Limitations to the study. 8 
1.6 Organisation of the thesis. 10 
Chapter 2 
The Context of Self-injury: The Relationship of Self-Injurious Behaviour 
To The Wider Framework of Self-Harm. 
2.1 Introduction. 14 
2.2 Conceptualising Self-harm, Suicide and Self-Injurious Behaviour. 15 
2.3 The nature of classification. 21 
2.3.1 General issues of classification. 21 
2.3.2 Explanations & suggested causative factors. 23 
2.4 Summary. 28 
Chapter 3 
Design and Methodological Issues. 
3.1 Introduction-setting the scene. 30 
3.2 Examining "The Sensitive" sensitively. 33 
3.3 The purpose of the study. 35 
3.4 Women and nurses- sample and sources. 37 
3.5 Contextual and ethical constraints. 40 
3.6 The analysis process and summary. 43 
iii 
Chapter 4 
Bodies as The Containers of Distress. 
4.1 Introduction. 48 
4.2 Understanding the body. 51 
4.3 Historical developments in the understanding of embodiment. 54 
4.4 Shame and the body. 56 
4.5 The value of the skin. 58 
4.6 Blood. 60 
4.7 Menstrual blood and female madness. 61 
4.8 Releasing blood a ritual for sanity? 63 
4.9 Summary. 65 
Chapter 5 
Dilemmas of Care: Complexities of Nurses, Women and Care. 
5.1 Introduction. 66 
5.2 Anxieties of caring practice. 67 
5.3 Woman-centred or patriarchal care. 68 
5.4 Nursing as a reflection of patriarchy. 74 
5.5 Nursing language -a language of patriarchy. 75 
5.6 New ways of working and dealing with risk. A new language 
or a new approach in acknowledging each other's expertise? 76 
5.7 New approaches? "The Expert Patient", "The Experts" 
questions of risk and difficult communications. 77 
5.8 Summary 82 
Chapter 6 
Self-injurious Women as "Experts by Experience", 
Hearing the Voice. 
6.1 Introduction. 84 
6.2 Personal consequences of abuse. 87 
6.3 Diagnostic judgements and the "Experts". 89 
6.4 Experiencing specialist and other services. 90 
6.5 Self-supporting and uExperts by Experience" - 
A better way? 93 
6.6 Using personal histories and voices. 95 
6.7 Summary. 97 
iv 
Chapter 7 
Nursing Theory, Expertise and Cutting. 
7.1 Introduction-Trends and developments in nursing. 98 
7.2 Defining nursing. 99 
7.3 The development of nursing knowledge and approaches to care. 102 
7.4 Working with distress and the evolution of a nursing theory. 104 
7.5 The value of "Defensive Caring" in managing difficult therapeutic 
relationships. 106 
7.6 Nursing approaches to working with self-injurious behaviour. 107 
7.7 Nurses understanding of "embodiment" in relation to 
self-injurious behaviour. 110 
7.8 Summary. III 
Chapter 8 
"Experts by Experience", "Experts" and Testimonies of Self-injurious 
Behaviour. 
8.1 Introduction. 112 
8.2 The "Experts by Experience". 114 
8.2.1 Background details. 115 
8.2.2 Contacts with "Experts". 117 
8.3 The "Experts". 122 
8.3.1 Background details. 123 
8.3.2 Interactions with "EREV. 127 
8.3.3 Thematic analysis (2). 133 
8.4 Testimonies of self-injurious behaviour. 140 
8.4.1 Background details. 140 
8.4.2 Bodies, blood and feelings. 140 
8.5 Creating "Contested Complexities"-stage 111 145 
8.6 Summary. 167 
Chapter 9 
Discussions and Conclusions Concerning The Converging 
Complexities of Self-injurious Behaviour. 
9.1 Introduction. 169 
9.2 Does feminism have a contribution to understanding 
V 
self-injurious acts in women. 170 
9.3 Learning to listen-creating converging complexities. 174 
9.4 Seeing beneath the surface of the skin: 
convergent languages, ? agreed feelings. 188 
9.5 Converging complexities. Continuing battles. 196 
9.6 Summary: The converging complexities of self-injury: ( Diagram 8). 199 
9.6.1 The concerns of blue Lines. 200 
9.6.2 The concerns of black lines. 201 
9.6.3 The concerns of green lines. 201 
9.6.4 The concerns of red lines. 202 
9.7 Feminist theory and converging complexities. 203 
9.8 Summary. 206 
Chapter 10 Meeting The Victim Within The Victim's Territory- 
Recommendations and Reflections on the Journey. 
10.1 Introduction. 207 
10.2 The"story" of the study. 209 
10.3 Complexities not solutions. 213 
10.3.1 Remaining converging battles. 213 
10.3.2 Remaining converging feelings. 216 
10.3.3 Remaining converging feelings with 
disparate practices/interpretations. 218 
10.4 Summation of findings. 221 
10.5 A language of complexities and a model of 
hope for work with self-injurious women: Recommendations for 
the future. 223 
10.5.1 Short-term recommendations. 224 
10.5.2 Medium-term recommendations. 226 
10.5.3 Long-term recommendations. 228 
10.6 Final Reflections. 229 
References. 232 
vi 
Appendix I 
a) Study Details. 253 
b) Consent Forms. 255 
Appendix 2 Sample Interview transcriptions. 
Two from each group at beginning and end of study. 257 
Appendix 3 Testimony Samples. 311 
Appendix 4 Testimony Samples-descriptor codes. 319 
Appendix 5 Graphical presentation data summaries. 322 
Appendix 6 Time frame : data sets and collection(s). 330 
vii 
List of Flaures 
Page 
Figure I The pleasure-deprivation -stimulation cycle. 27 
Figure 2 The evolution of horizontal violence. 81 
Figure 3 Key aftributes of nursing (Royal College of Nursing 2003). 101 
Figure 4 Battleground of self-injurious behaviour with potential points of conflict 
136 
Figure 5 Consensual points of reference in self-injurious behaviour. 138 
Figure 6 Leila's feelings at the time of self-injury. 141 
Figure 7 Contested Complexities. 147 
Figure 8 The Converging Complexities of Self-injury. 175 
Figure 9A Model of Hope. 225 
viii 
Glossarv of Terms. 
Affect. Relating to human moods associated with pain and displeasure awareness. 
It may refer to a person's emotional state, and is therefore usually reflected on a 
scale from manic (high) to severely depressed (low). 
Agonist. A drug that binds to a receptor site of a cell and triggers a response by 
that cell to a drug or other substancelaction. 
Alixthyrnia. A result of PTSD where the individual is unable to decipher messages 
from the A. N. S and therefore has difficulty in speaking about feelings. 
Anorexia Nervosa. "Refusal to maintain a minimally normal body weight and is 
intensely afraid of gaining weight, or over exhibits a significant disturbance in the 
perception of the size of his or her body". (DSM IV P. 539). 
Antagonist. A drug or substance that has a contradictory action that opposes or 
blocks the interaction of a drug or substance. 
Bibbit. uA passage from a transcript, a piece of information from field notes, a 
section of a document or snippet of conversation recorded on a piece of paper that 
can stand on its own, but when necessary, can be relocated in its original context". 
(See Kirby and McKenna (1989, P. 135). 
Body Modification. Largely linked with body enhancement, where the body may 
be surgically or otherwise changed in response to societal or internal pressures 
includes cosmetic surgery, tattooing, bleaching and piercing (Babiker and Arnold, 
1997). 
Borderline Personality Disorder. (B. P. D. ) A complex term with a long history of 
variation in definition. It largely refers to an individual presenting with a wide variety 
of psychological difficulties, often including self-injurious activities and other self- 
harming behaviours. Linehan (1993) suggests that disregulation of emotions, 
interpersonal, behavioural, cognitive, and dysfunctional interpretations of self in 
terms of esteem and image can be features of the disorder. 
Bulimia Nervosa. Binge eating and inappropriate compensatory methods to 
prevent weight gain- excessive emphasis on body weight and shape. The 
behaviours must occur more than twice weekly for three months. 
Cognitive Behavioural Therapy (C. B. T). A therapy which explores the links an 
individual has made between their feelings and thoughts relating to the distress that 
they are experiencing. Having made links patients are enabled to change the 
processing of their thoughts and consequently emotional responses. 
- ix 
Constant Observation. A nursing intervention which is implemented when patients 
are deemed at risk or deemed a threat to others in a clinical situation. This can 
vary from one to one constant observations at all times and places, to intermittent 
knowledge of whereabouts. Current practice favours using collaborative 
approaches and agreements to remain in certain areas of wards. 
Dialectical Behavioural Therapy (DBT). A composite of cognitive and behavioural 
therapy strategies developed for working with clients with Borderline Personality 
Disorders. Developed by Marsha Linehan, it concentrates on the reconciliation of 
opposite emotions and thoughts, which are prevalent in those with personality 
disorders. The therapy attempts to re-define suicidal, self-harming and other 
dysfunctional behaviours. (Linehan, (1993). 
Dissociation /Dissociative States. A complex set of states which allow a 
psychological distance from traumatic/ physical memories or threats, when physical 
escape is impossible. The individuals could feel dissociated from their own body 
post and even during, abuse. 
Dopamine. A complex neurotransmitter substance associated with integration of 
movement. It is thought also that elevated levels may produce feelings of euphoria. 
DSM. Diagnostic and Statistical Manual of the American Psychiatric Association. 
Currently running as version (IV TR, 2000). This thesis uses DSM IV. It is a coding 
system used to diagnose mental disorders on a multi-axial basis, which provides in 
theory a holistic approach to diagnostic assessment. The five axes being: 
Axis I Mental Disorders 
Axis 11 Developmental and Personality Disorders 
Axis III Physical Disorders and Symptoms 
Axis IV Severity of Psychosocial Stress 
Axis V Global Assessment of Function. 
Diagnosis is based on assessment across all the axes and over an extended 
period. 
Dysphoria. Having a sense of dis-ease or discomfort, often associated with 
feelings concerning ones body. 
Ego Integrity. A term often associated with the psychologist Erickson. It concerns 
the acceptance of one's whole life and reflection in a positive manner. 
Embodiment. A very complex term, which encompasses thinking concerning 
conceptions of the body, from a variety of standpoints, including psychological and 
sociological interpretations. Concerned with the production of a conceptual form of 
bodies. 
- 
Emotional Intelligence. A core aptitude related to one's ability and capacity to 
reason with one's emotions, especially in relation to others (Freshwater & Stickley, 
2004) 
Empathy. [The] "identification with and understanding of others' situations, feelings 
and motives, a definition combining both affective and cognitive connotations". 
(Moore 1994: 21) 
Epiphenomena. Refers to a secondary effect, which comes from but does not 
causally influence a process. (Oxford English Dictionary). 
Forensic -A branch of nursing and other professions which interacts in a variety of 
settings with those who are either dangerously mentally ill or criminally insane. It 
also has a function of assessing levels of criminal responsibility and fitness to stand 
trial or comprehend proceedings in criminal courts. 
Grey Literature. Jones, K. (2004) "Fugitive, non conventional and sometimes 
ephemeral, but by its nature often more inclusionary than standard peer-reviewed 
academically published work. Can use reports by small issue centred voluntary 
organizations to make the case for service users more directly than larger academic 
structures" (http: //users. wbs. ac. uKLqroup/cehd -accessed 2005) 
Hegemony. Concerning leadership or dominance. 
Humanistic Psychology. A term that encompasses an eclectic set of opinions on 
psychological function. There is a strong emphasis on personal introspection as the 
means of gaining insight into how an individual functions. 
ICD. International Classification of Diseases, (currently version 10). Emanating from 
the World Health Organisation (1992). This is the primary reference used in UK 
medicine. This is a single axis system to select a diagnosis with the addition of key 
features of the disease. 
ID, Ego, & Super-Ego. A scheme devised by Freud to explain some of the 
functioning of the human mind. It relates to his prime thesis that humans seek 
pleasure and avoid pain. Id= The instinctual, mostly unconscious area that is 
responsible for basic instincts/drives such as sex and aggression. Ego = the rational 
thinking part of the mind, modified in life experiences and socialization processes. 
Supereqo = Relates in some ways to the conscience and provides some moral 
reasoning to behaviour. Some functions are conscious but many are unconscious. 
Incest A broad term which encompasses any sexual gratification by a parent (of 
either sex) on a child who is dependant on them for protection. Most commonly by 
males on females and invariably associated with the exercise of power. 
Lesch-Nyhan Syndrome. A disorder found only in males, the result of a metabolic 
failure which in childhood can lead to learning disabilities. The children often 
- xi 
mutilate themselves in a severe manner, are aggressive, and may self-amputate, 
for example fingers or the tongue for example. 
Neuro-transmitter A chemical substance found in the nervous system, which 
enables communication between one neurone and another. It can inhibit or excite 
action potentials to muscles or other neurones, depending on site and function. 
Nosology. The branch of medical science dealing with diagnosis. 
Paradigm. "An entire repertoire of beliefs, values, laws, principles, theory 
methodologies, ways of application and instrumentation" (from Kuhn 1970 cited in 
Meleis (2005: 72). 
Parasympathetic. A division of the autonomic nervous system, which has an 
excitatory function when the Autonomic Nervous System is resting (usual state). 
Often mobilised to deal with emergency threats, it is not under active control. It 
controls the innervations of organs, blood vessels, and glands. It works as a 
balance to the sympathetic nervous system. 
Patrism. A culture which is based on prejudice and preconceived beliefs towards 
women and men, and is not necessarily condoned by legal statute. 
Post-Basic Education. Education in clinical studies taken after the initial period of 
education leading to registration. May be at any level from diploma to doctorate. 
Usually accredited by a university or other approved body, relevant to the area of 
practice. 
Post Traumatic Stress Disorder. (P. T. S. D. ) This concerns the development of 
characteristic syndromes, including flashbacks, to situations involving direct and 
personal experience of an event. The event presented a serious threat, injury or 
threatened death for that individual. There may also be guilt on surviving when 
others did not. 
Praxis. Relating to given norms and ways of behaving, the accepted wisdom or 
customary way of practising a discipline. 
Psychiatric/ Mental Health Nurse. Terms often used interchangeably to describe 
registered nurses who work in a variety of contexts to alleviate mental distress 
(illness). In a crisis, or severe risk of harm, they have powers under the provisions 
of the Mental Health Act 1983, which include temporary detention and the 
administration of prescribed medicines. The training is usually three years in length, 
and can be offered from University diploma level, up to postgraduate level. There is 
a 50/50 division of theory and practice in the programme. The introduction into UK 
nursing terminology and change of qualification titles from RMN to RN (MH) reflects 
a theoretical, if not actual, refocusing of nursing, away from an illness model 
towards a health focussed model. Some academics have associated mental health 
- xii 
nursing more with community based, rather than ward based, tertiary interventions, 
(Rolfe and Gardner 2003). Others, suggest that psychiatric nursing has more to do 
with technical interventions built on an illness prevention/ medical model, whilst 
mental health nursing has more of a concern with human growth and development 
across, spiritual, physical, emotional planes, (Barker, 1999). 
Psychotic Illness. A group of illnesses characterized by severely impaired 
thinking, with, in addition, the presence of delusions and hallucinations. Judgement 
is likely to be severely impaired and the whole picture is completed with the 
presence of severely impaired communications. For the purposes of this thesis, 
only functional psychoses are considered. These are psychoses present only in 
psychotic types of behaviour not ascribed to dementia or other processes of organic 
deterioration, acute or long term. 
RIVIN. Registered Mental Nurse. Prior to changes in nurse education in 1989, a first 
level nurse on the mental nurse section of the register maintained by the statutory 
body at the time of registration. 
RNIVIH. Registered Nurse in Mental Handicap, see above for additional details 
which were the same, apart from different section of the register. 
Self-Actualisation. A term associated with Maslow and Jahoda and linked to the 
concept of attaining an uideal" self who has fulfilled their human potential. In relation 
to women, a much genderised concept. 
Snowball Sampling. The process whereby one subject who participates in study, 
identifies others who are similar and might make a useful contribution to the study. 
Somatophobia. Fear of the human body. 
Special Hospitals. Hospitals with high levels of security, restricted admission and 
usually, but not always, working with individuals who have in some way been a part 
of the legal system. At present there are four such hospitals operating in the United 
Kingdom. 
Splitting. A mental defence mechanism whereby all people/objects are seen as 
uniformly good or bad with few uncertainties allowed. They not infrequently "split" 
off one person from the other, elevating the positive characteristics of one and 
denigrating similar characteristics in another. They may also do this with their own 
experiences. 
SSRI. Selective Serotonin Re-uptake Inhibitors. A group of anti-depressants 
designed to inhibit the re-uptake of Serotonin, a neurotransmitter associated with 
maintenance of positive mood. 
Toureftes Syndrome. A largely neurological disorder characterised by the 
presence of motor tics and verbal tics (at least one) later in development. There 
- xiii 
are also stereotypic behaviours (including head banging), alongside the use of foul 
language (Coprolalia) as the individual matures. 
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Abstract 
Self-harming behaviour is prevalent in modern society and occurs across 
genders from an early age (Horrocks, 2003; Wilhelm 2003). The thesis examines 
one component notably, self-injury. Self-injury remains prevalent in a high 
percentage of people accessing health services. A recent survey in an NHS Trust 
estimated cutting in people who accessed their services as being 50 % of their total 
self-harming population (Horrocks et al 2003). To understand this phenomenon the 
researcher investigated the language utilised by a group of women to describe and 
interpret what self-injurious behaviour meant and their need to self-injure. These 
women (Experts by Experience) had utilised mental health services. The others 
were a group of nurses (Experts) with various experiences of self-injurious women. 
Self-injury has attracted considerable academic and popular attention and is 
contentious, with differing interpretations and language utilised for description and 
definition. The language may have different significance for men and women in both 
those who injure and those working to support them. In general the number of 
women who self-injure was higher and was part of the rationale for examining the 
behaviour of women alone. The thesis explores some contextual and suggested 
causative factors thought to initiate the behaviour, including childhood sexual 
trauma. 
Data is obtained from interviews (including electronic, face to face and 
telephone) with both groups and additional examination of published literature and 
testimonies of women who self-injure. Such testimony (including grey literature, 
Jones 2004) is an integral part of the study and provides "triangulation" of data 
source analysis (48 "Bibbits" were analysed). The study is framed in a grounded 
feminist framework as interpreted by Kirby & McKenna (1989), whose 
methodological approach is utilised. Data analysis evolved a series of models 
which served to ground the study. 
From these models the conclusion is drawn that simplistic, behaviourally 
driven clinical solutions are not always feasible. Numerous complexities surround 
the behaviour, which this study ultimately termed "Converging Complexities". Both 
groups agreed on the significance but interpretation differed between groups. In 
order that these complexities are more fully understood, recommendations are 
made that greater use of survivor literature, articulating the depth of feelings in self- 
injurious women, is used to prepare nurses. In addition, greater emphasis might be 
placed on the value of feminist and embodiment theory in training curricula. The 
study proposes a "model of hope" to provide an insight into the understanding of 
self-injury between the groups. 
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Chapter One Overview and organization of the thesis. 
1.1 Personal Introduction. 
This study is the product of many years involvement with women who at various 
points in their life have felt the need to injure themselves. A feature of my 20 years 
of engagement with these women has been trying to understand how self- 
injurious behavidurs might relate to attempts to speak the unspeakable language 
of trauma. Traumatic incidents (often sexual), at least in my personal experience, 
have featured in many of the women's life expetiences. However, I accept this 
might not be the experience of all self -injuring women. 
The trauma has occurred in childhood in many instances. In the period I 
have been a part of, provision of services for women with mental health distress 
and disturbance has changed markedly. Care has moved from an "asylum"in the 
sense of historical containment understandings, to Macute and community based 
services" which in reality means there is little or no escape from any abusive 
situations. These situations have a propensity to create further traumatic reaction. 
However, there is evidence that women are subject to traumas of an emotional 
and sexual nature within service provisions. This has led to government 
interventions to provide services for women that are safe. To this end, the Dept 
of Health (DOH) published the results of an extensive consultation in 2002, which 
indicated that there was clear evidence that separate provision for women was 
desirable, where none existed. Women were still reporting ongoing abuse and 
sexual harassment whilst in hospital, from patients and occasionally staff 
The fact that women remain subject to such abuses of power in a variety 
of ways, conflaned to me that psychiatry remained highly patriarchal in its service 
ethos. Some of this patriarchal attitude was evident in the language used to and 
by "carers"in the services. Likewise, women continued to intimate that they felt 
uunheard"by some professionals with whom they worked. On occasions, this "not 
listening" was of a literal nature, but more often, it was that women felt 
professionals did not take time to understand what they were expressing. This 
applied to both verbal utterances and self-injury, which had become their means 
of expressing internal pain. 
One particular woman who I encountered early in my clinical career was 
described to me as 'the worst cutteryou will probably ever meet" This woman 
served to challenge, frighten, and confront both personal and professional failings 
and emerging strengths. She taught me much concerning the nature of abuse, 
self-injurious behaviour and the pains, pitfalls and humility of working with women 
in her situation. She also served to illustrate the need for adequate supervision 
and professional support, and that support and training could be a two-way 
experience. 
The language we both used to each other to describe what was happening 
after a cutting incident started a process of fascination and enquiry, the 
culmination of which is this study. The path has been a lengthy one and one, 
which has confronted the prejudices, fears, joys, and acts of raging against the 
patriarchal nature of psychiatry. Psychiatry's views on self-injury during the history 
of this study have changed in approach, but poor practice remains in some areas. 
Nursing is another area where changes have occurred, but where 
misunderstandings remain, hence the need to examine this subject from new 
perspectives. 
1.2 Introduction. 
"People cannot speak about the unspeakable and they use their flesh as a 
metaphor almost, for what has occurred" (Chris) 
"How will you know I'm hurting? 
If you cannot see my pain? 
To wear it on my body 
Tells what words cannot explain (C 1998) 
In recent years, there has been increasing concern about the rising levels 
of self-directed and non-accidental mutilation of the body (cuffing). These acts of 
injury are complex and difficult to understand from the perspective of one who 
does not commit acts of self-directed violence. The act of cutting, or as it is 
termed in psychiatric diagnostic tools, "Self-Injury"(Deliberate? ), attracts defensive 
approaches, a sense of repulsion and often (by outsiders), an inability to 
comprehend the complex reasons for these harmful acts, (Briere and Gil, 1998). 
The above excerpt from one of the nurses in the study indicates that some people 
who cut themselves, mostly women, "choose" do so, because it is for them the 
only way to express the depth of internal pain and despair. These sentiments are 
echoed in "C's" language as someone who cuts to numb the internal pain or 
distress. That "choice" is not, however, without cost to themselves and others 
with whom they interact. 
A proportion of self-injuring people need access to health care services. 
The provision and management of cutting behaviour by those working in the 
services is subject both to public scrutiny and to government standards set at the 
time of writing (2004). The increasing incidence reported by media and The 
Department of Health (DOH) indicates that the demands on these services are 
likely to increase still further in the future. Accordingly, these services will need to 
be sensitive, directed and responsive to the needs of those who self-injure and 
refer themselves to such services. In 2004, the government, (England), published 
relevant guidelines. These guidelines clearly indicate what should be both the 
nature of the response by professionals and prescribed levels of service for those 
who self-injure. The DOH has stated; 
"The experience of care for people who self harm is often unacceptable. 
All healthcare practitioners involved in the assessment and treatment of people 
who self-harm should ensure that the care they offer addresses this as a priority" 
(N. I. C. E. 2004: 7). 
2 
The seemingly relentless increase in self-injuring individuals needing 
caring services, in particular the National Health Service (NHS) is not as new as 
current public opinion might suggest. Neither is the incomprehension that follows 
such emotive acts. Walsh and Rosen in their 1988 study of seif-mutilation noted 
that since the 1960's in the USA, UK, and Denmark, the incidence of self- 
mutilation was; 
"A medical, social and economic problem of major proportions, which has 
implications for the planning of adequate medical, social and other counselling 
services" (P. 307). 
Current incidence figures (outside of inpatient provision) range from four 
percent in the general population (Briere and Gil, 1998) to incidence figures 
suggested by Horrocks et al (2003) in accident and emergency attendance (A/E) 
for self harm of 3000 per annum in one hospital. Furthermore, of that latter figure, 
21 % are directly attributed to self-injury; for example, self initiated head banging or 
bone fracturing. Fifty percent of the 3000 were self-cutting as a separate entity. 
Wilhelm et al (2000) concluded that as many as four percent of the general 
population may self-harm in some way or another. These episodes can occur from 
the age of five and less. This Australian study provides some new evidence that 
indicates an alarming rise in cutting in very young children and a change in 
distribution across the sexes. In the past girls outstripped boys, but this study may 
confirm figures from The Office for National Statistics, who, in 2001, reported that 
1.3 percent of 5-10 year olds had tried to hurt or kill themselves and that it was 
higher in boys (1.7 percent) than girls (0.9 percent) of comparable ages. 
1.3 Backwound to the study 
In the same way that the incidence of self-harming activity in general is on the 
increase, the definition of self-harm has widened and been subject to modification 
by academics and clinical practitioners alike over the last 10-15 years. One of the 
reasons for undertaking this study is the personal experience of being involved 
with these changes. During this time, definitions and possible causative factors for 
the phenomena have been refined and subjected to change. For example, in the 
researchers' profession of nursing, up to the mid 1980's, most Deliberate Self- 
Harm (DSH) was rather naively assumed to be an act of attempted suicide, 
despite published evidence that this was not always the case (Morgan, 1979, 
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Ross& McKay, 1979). The theoretical reality was expressed succinctly by 
Pattinson and Kahn (1983) who state; 
"The clinical paradox of DSH is that persons with apparent consciousness 
and wilful intent perform painful, destructive and injurious acts upon their own 
bodies without the apparent intent to kill themselves" (P. 867) 
As this thesis develops, the use of the word "deliberate" will be seen as highly 
contentious and only slightly less denigrating than the word "wilful". 
Current psychiatric definitions now routine in medical practice owe much to 
the work of Favazza (1996), who attempted to bring together much of his earlier 
research in a comprehensive study of self injury from both psychiatric, sociological 
and anthropological perspectives. This text was influential on the researchers' 
clinical work and the subject of this thesis. This academic interest ran alongside 
work with individuals' known to the researcher, for whom cuffing was a daily reality 
and therefore the thesis subject is not just an abstract academic study. Favazza 
was not the first clinician to explore the subject in depth. He was predated by 
Menninger who, back in 1938, drew a tentative conclusion that self-mutilation was 
capable of being interpreted as an attempt by the individual to divert themselves 
from an act of completed suicide. Menninger stated; 
"Focal self-destruction is a form of partial suicide to a vert total suicide " (P. 27 1, 
cited in Favazza 1996). 
Clearly, the differences between non-suicidal localised self-injurious 
actions on the body and the total destruction of life in an act of suicide are very 
different. It is an obvious fact that methods of self-injury when performed with a 
high degree of intensity have the constant potential to end in death. Menninger is, 
it seems, predating the current and largely agreed statements by individuals who 
self harm that their focus is to remain alive. In so doing those who self-injure feel 
they are dealing with unacceptable emotions, which pose a greater threat of being 
overwhelming than the act of cutting (Babiker and Arnold, 1997). These issues 
are a central tenet of this thesis. 
In terms of definitional development, Favazza & Rosenthal (1993) 
attempted to produce a concise definition of self-injury; "Pathological self- 
mutilation, [is] the deliberate alteration, or destruction of body tissue without 
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conscious suicidal intent'. (P. 134). This proposed definition makes a subtle 
distinction between the avoiding function outlined by Menninger, and an act 
devoid of suicidal intent. Furthermore, they suggest that these types of self-injury 
can be defined in three distinct groups: viz 
i) Major e. g. Limb removal or enucleation 
Stereotypic (repeated again and again) e. g. head banging 
Superficial or moderate acts, which include skin cutting. 
The descriptor of 'deliberate' has led to much debate and discussion between 
people who self injure and those who define them, typically psychiatrists and other 
mental health professionals. Rarely is there public acknowledgement that 
professionals may also self-injure. This is because of the fear of loosing their 
employment and possibly professional registration, or even managing to enter the 
profession. It is more acceptable for professionals to practice other types of 
self- harm, such as excessive alcohol consumption or overworking, than to admit 
to self-injury or having an eating disorder, or any similar self-harming syndrome. 
Self-mutilation is seen as a "syndrome" in its own right, (including that 
induced by alcohol or other substances), and has been equated with personality 
disorders, an indication of psychotic illness, or as Favazza and Rosenthal (1993) 
indicated; "a character pathology" (P. 139). Favazza and Rosenthal suggest 
mutilation relates most closely to impulse disorders, which cannot be easily 
contained or stopped. The origins of such diagnostic labelling were contained in 
the manuals of classification used in the United States and United Kingdom, (DSM 
& ICD 10 respectively). The Diagnostic and Statistical Manual of The American 
Psychiatric AssoCiation (DSM) was first published in 1952, when the International 
Classification of Diseases (ICD 10) was already in its sixth edition. The [after is an 
alternative version widely used in the UK and large parts of Europe. This 
background of rising incidence, an ongoing fascination with the instability of 
definitional terminology in psychiatry, and the regularity of encountering incidents 
of self-injury, became the starting point for the study described in this thesis. 
The experience of women regularly cutting themselves or participating in 
other acts of self-harm was a lived painful one, and took place in a variety of 
service settings known to the researcher. In those settings, it was hard for the 
researcher to hear repeated accounts of past traumas, which were often of a 
sexual nature. It also became clear that inappropriate staff comments to women 
indicated either a lack of understanding of the causation of self-injury, or a refusal 
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to register the distress around the triggering of a cuffing episode. Many factors 
could have influenced this: including a lack of access to appropriate training 
(McAllister & Estefan 2002), or a lack of access at various points in training to 
studies already in existence. These studies had suggested a possible causal link 
between sexual abuse and self-injury. Some of the first major studies to link the 
two were those of Shapiro (1987) and Briere and Zaidi (1989). The latter work was 
germane to the researcher's personal thinking on self-injury and sexual abuse. 
1.4 The purpose of the studv. 
Whilst a relatively small number of people in the UK are hospitalized 
primarily for self-injury, they present, as a group, difficult "management problems" 
and little agreement exists as to what could be effective in better meeting the 
needs of those who self-harm and producing a reduction in harmful activities. The 
study, which this thesis describes, sets out to examine certain issues in a unique 
way that could aid the understanding of the phenomena and includes the following 
areas. 
a) The difficult nature of nurse client relationships 
One of the management challenges is the maintenance of boundaries 
between staff (nurses) and clients, and the interpretations of self-injury issues 
common to both the women and the staff (Huband and Tantum 1999). Clear 
boundaries are essential in therapeutic communications between both groups. 
The boundaries do however need a degree of flexibility to allow personal 
responsibility by women who self-injure (Bunclark and O'Hare 1997). To 
undertake this process, reflexivity on appropriate interventions with self-injurious 
women is necessary. 
b) To examine the nature of caring and caring communications where self-iniury is 
a factor. 
The boundaries need clear, concise but caring expressions of concern. In 
an earlier study (Byrt & Reece 1999), a fascination emerged concerning the use of 
language and the extent to which it appeared that nurses land people who self- 
injured seemed to have little in common concerning the existential nature of the 
behaviour. Nurses were depicted as either unhelpful or non-therapeutic. That 
observation led to the development of a preliminary study by the researcher, with 
the support of a scholarship funded by The Nightingale Foundation. 
This study includes a midwife and the author is awarethat midwives are not always nurses. It is done for 
purposes of simplicity of expression. 
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This preliminary study indicated a possible explanation of the meanings contained 
in the dialogues (or the lack of them), in the two groups. In the first study, it was 
suggested that the nurses were often frightened, worried, and under pressure. 
This resulted in what might be loosely termed incompetent care. The patients 
reported not being listened to and receiving physical treatments that were 
experienced as punitative. Generally, there were feelings that women and nurses 
were not "listened" to. Therefore, an element of mutuality existed between the two 
"competing" groups. 
c) To examine the causative factors underlying self-iniurious behaviour 
Self-injury, like the complex problems that appear to precipitate it, is often 
long-term. Extensive literary sources exist that examine links between self-injury 
and various precipitant causes, such as childhood sexual abuse (CSA), early 
physical and emotional deprivation, and traumas in childhood and later sexual or 
other traumas in adulthood. Much of the literature concentrates on clinical 
management and is vital to an understanding of self-injury (Suyemoto, 1998; 
Huband & Tantum, 1999; Crowe & Bunclark, 2000). These issues are addressed 
further in later chapters. What appears to be absent is the nature and function of 
language between nurses and those individuals who self-injure. 
d) To aftempt examination of the wavs in which self-iniurious women's 
understanding of their bodies is paralleled by nurses' understandings of the 
concept of embodiment issues, 
The often-hegemonic language of clinical management can drown out the 
personal and real experience of the individual who receives care. From earlier 
work of Byrt and Reece (1999), it appeared that the service user voice, in terms of 
descriptive language exploration and interpretation, when matched against 
professional language, was under researched. This might provide different 
insights into not only how nurses interacted with the women, but also how those 
who self-injured sought to express the internalised pain. 
From this starting point came the decision to examine self -injury from this 
comparative standpoint, and within a grounded methodological framework (Glaser 
& Strauss 1967). This initially sought to address six interrelated questions: 
Why Injury? 
Why use the body (skin)? 
What is being said? 
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iv) Does sexual abuse in childhood lead to self-injury later on? 
V) What is the nature and experience of"living through" a life of self- 
injury? 
vi) What significance does the theory of embodiment have for nursing and 
the woman who self- injures? 
At an early stage in the project, it became clear that the focus of the study 
required limitation. Early in data collection, indications of a causal link between 
childhood sexual and other forms of abuse and self injury was established and 
therefore abuse was taken as an accepted predisposing factor in later patterns of 
self-injury (DeYoung 1982, Shapiro 1987, Hooper 1990, Boudweyn & Liem 1995). 
1.5 Limitations to the study 
a) Women or Men? 
In order to examine the language used by two groups (predominantly 
women) to describe self-injury, the study is located in the academic discipline of 
woman's studies rather than clinical nursing. It also seemed pertinent to consider 
the phenomena from the standpoint of both "experts by experience"2 and the 
uexperts" experience. Accordingly, whilst acknowledging that disclosure of sexual 
abuse by men is now more frequent than in the past (Brown & Anderson 1991), 
the study is limited to adult women who self-injure, who have histories to recount. 
Men were a part of the "expert" group, as they were members of staff on several 
of the units, and had substantial amounts of personal and professional 
experience. Recent evidence suggests that self-harm in general, including cutting, 
now has a higher incidence in boys than girls aged 5-10 (Meltzer, Harrington, 
Goodman and Jenkins, 2001). As such, this justifies gender specific studies, as 
men may also present their self-harm less visibly and conceal their distress more 
effectively (Taylor 2003). 
Finally, whilst significant levels of self-injury occur amongst those in 
prisons and "special hospitaIS"3 they are not the primary focus of this study. 
However, these populations contain higher numbers of men than women within 
them. Several of the respondents had experience of special hospitals from 
2A 
title suggested to me by Michael who self-harmed, and was a consultant to an international conference run 
by the author in 2001. 
3 
Hospitals that are high secure establishments, established to treat mentally disordered persons deemed at risk 
for a variety of reasons (NHS Act 1977) 
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polarized viewpoints. Some participants had experience of the unduly repressive 
attitudes that tend to pervade these establishments, even though they have 
modified in recent years their somewhat punitive management of self-injury. 
Many people in these institutions were labelled "personality disordered "and 
deemed perverse by their non-conformity (Burrow 1992). There is considerable 
evidence that self-injury is high in this group of individuals (Low, Ferry and 
Duggan et al 1997) and as such, warrant specific study beyond the remit of this 
thesis. 
The theme that is central to this study is the relationships of womanhood, 
self-injury, and nursing. Whilst nursing has begun to develop a clinically 
competent mode of enquiry and practice, it might be suggested that it has a 
largely underdeveloped woman centred epistemological framework to account for 
self-injury. The clinical developments of nursing in managing self-injury are in the 
main characterised by a move towards positivist biological approaches. At the 
same time there has, it appears, been a diminishing of the role of mental health 
nurses in understanding and addressing the communication of psychic pain, and 
the provision of, what might be termed, a more post-modernist therapeutic 
response to issues, which, are at the core of human distress (Barker 1999). 
As a result, studies that seek to address woman's distress, but focus on 
thinking concerning the nature of their bodily perceptions, are not infrequently 
viewed as irrelevant and lacking specific and "immediately useable" clinical 
relevance. This situation is not good. There is surely a necessity to have studies, 
which have a broader base than those linked only to clinical interventions and 
clinically measurable outcomes. Equally, it could be argued that clinical 
interventions linked to immediate responses, which are intended to meet time 
related discharge targets, rather than the ongoing developmental and educational 
approaches to nursing, advocated by theorists such as Peplau and Watson, are 
insufficient. These early approaches characterised the early stages of psychiatric 
nursing's theoretical and clinical development as a profession and more lately 
have been revisited by Barker (1999; 2000). Hagell (1989) suggests that the 
eminence of the nursing relationship is the "humanness" of the relating between 
two beings and must never be; "Diminished or lost, that is to say nursing 
knowledge is contextual and phenomena centred" (P. 230). 
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Hence it is valid to examine self-injury and the humanness of nursing from 
a wider base and include the perspective of woman's' studies in addition to clinical 
skills and clinical diagnostics. The approach to this, and the subject of the thesis, 
is an examination of nursing knowledge concerning issues around cutting bodies 
and whether nurses make any application of the epistemological issues arising 
from embodiment theory. Following on from this is an examination of how these 
are applied (or otherwise) to nurse patient relationships. Knowledge about nursing 
is founded on, and functions wholly in, this unique relationship of human caring. 
Caring had an inherent femaleness at the heart of its origins. Whether or not 
nursing has retained that quality is a point of debate, some of the "experts by 
experience" might say a resounding 'no'. 
To perform this caring role nurses require scientific knowledge, but also 
knowledge rooted in 'emotional', 'rational' and occasionally 'the irrational', which 
the outsider might see self-injury as being. Likewise, the pre-eminence of the 
client voice and experience needs to assume greater prominence in both 
academic debate and professional training. Ideally, this should occur across all 
aspects of practice, but certainly with respect to self-injury if past injustices are not 
to be repeated in the future. By using the experiences of those who self injure, 
this thesis attempts to address some of the questions raised by seemingly 
incompatible "conflicting complexities, " which the research described in the thesis 
shows might be better described as "converging complexities". 
b) Cultural Identity and Self-injurious Behaviour 
Cultural Identity and the seeming "whiteness" of the literature initially 
reviewed for this thesis is another significant factor. The author is extremely 
conscious of its importance, but feels it has to remain outside the specific scope of 
this thesis in order to give it deeper analysis. All the participants in the study are 
white British/Irish, and none mentioned cultural differences in language or 
description. Bhugra (2004) suggests that incidence of self-injury amongst Indian 
females for example remains similar in countries of origin to the countries to which 
migration has taken place. 
. 
1.6 0[ganisation of the study 
The approach of this study is the exploration of nursing knowledge of the 
issues concerning women's cut bodies and the application of epistemological 
issues arising from women's studies and the notion of embodiment. It is also 
concerned to examine how these are applied or otherwise in the nurse patient 
10 
relationship. As the subject matter of this thesis extends across a range of 
professional, clinical, and other fields of study, a glossary is included to aid the 
clarity of terms. These terms occur regularly in psychiatric and other literature. 
This is included in an attempt to avoid the distraction in the text that would occur, 
with explanations being situated in chapters. 
Chapter two examines the context of self-injury (including defining the 
terminology) within the framework of suicide, self-harm and self-injury. An attempt 
is made to define the essential characteristics of each act. The chapter then 
addresses some of the major problems created by the inconsistent use of 
language in terms of labelling. There is a brief consideration of cultural and 
historical understandings of self-injury. In addition, there is a discussion on the 
recent 'new' fascination with a subject, which is by no means new. From there, 
the chapter considers in greater depth the classification conundrum already 
outlined in this introduction. The chapter moves then to address issues concerning 
the potential consequences of familial abuse and the resultant traumatic effects on 
women. The chapter concludes by addressing the relationship of the loss of a 
sense of security on emotional well being, and with a consideration of the linkage 
between the degree and intensity of abuse; the nature of self-directed anger and 
the function of the body to contain or not the anger associated with early trauma. 
Prior to consideration of published evidence on issues raised by the research, 
there follows a consideration of the processes by which literature/testimony both 
informed and was a part of the research, hence its inclusion at that point. 
Chapter three Addresses the methodological issues and dilemmas of research 
with the two groups who formed the study. The chapter contains some discussion 
concerning the validity of holding a personal feminist orientation as researcher 
alongside consideration of the reflexive nature of research. This is attempted in a 
modified Glaserian framework of grounded research methodology. Consideration 
of researching a sensitive subject with sensitivity forms a substantial part of the 
discussion. The uýe of literature as both informative and data sources comprise 
the final part of the chapter. 
Chapter four entitled "Bodies as the containers of distress" develops in more detail 
theoretical aspects of distress and these effects when enacted on the human 
body. This is notably with skin as a boundary and the way in. which the body is 
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kept under control. From there, consideration is given to the function of body 
shame and the relationship of shame with early (sexual) abuse. 
The literature on the symbolic meanings ascribed to blood, are discussed in as far 
as they relate to the subject of this study. Some discussion follows concerning 
how relevant rituals are involved during the act of inscription on the skin, brief 
consideration being given to the concept of language in these acts. 
Chapter five widens the background review to examine dilemmas inherent in 
nursing and women's experiences. It offers a discussion and analysis of the 
patriarchal, psychiatric hegemony and language that exists in mental health 
practice, and the power base that has framed the experience of many subjects in 
the study. 
Chapters six and seven, explore in greater depth women's experiences, first as 
"experts by experience" and then, in chapter seven, women as "experts" (nurses) 
and their relationships with each other. The chapters expand on traditional care 
situations and language used by both groups of individuals to describe and work 
with self-injurious women. Chapter seven concerns issues directly relevant to the 
study, notably the development of nursing theories relevant to issues both 
peripheral and central to self injurious behaviour. 
Chapter eight presents the findings of the first three stages of data interrogation of 
both participating groups in the study. It will be attempted by letting the data speak 
for itself wherever possible. The first stage of a potential model, which might aid 
understanding of the language and nature of interactions between the women and 
the nurses is outlined, and paves the way for further refinement in chapter nine. 
The two groups are defined in the chapter as "Experts" and "Experts by 
Experience". All names of interviewed participants have been changed to protect 
anonymity. However, some people actively wished to have names retained and 
these wishes have been respected. All testimonies have been coded as to source, 
as the accounts are taken from material in the public domain; the names on this 
occasion have been retained as they appeared in the source. 
Chapter nine concludes the process of data interrogation suggested by the study. 
The concluding stages of analysis indicate residual complexities concerning acts 
of self-injury. The nature of the language that self-injurious women and nurses use 
to communicate, or not as the case may be, with each other are thematically 
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analysed and definitional characteristics of these categories described and 
analyzed. This leads to the creation of a set of complexities, which emerged as 
key findings. At this stage, the complexities have properties of convergence of 
thinking with each other, allowing for certain interpretational differences, hence the 
term "converging complexities". These "converging complexities" appear inherent 
in the relationship between nurses and women who are self-injurious. 
Chapter ten the final chapter is a conclusion to the study. Contained within the 
chapter is the final analysis of the convergent complexities and the roles these 
could play as conceptual frame works to aid further understanding of the nature, 
purpose and language of self-injurious behaviour in non-psychotic women who 
have abusive backgrounds, and nurses who encounter the behaviour. Finally, 
recommendations to enhance education, training and practice are suggested. 
These flow from a model of hope based on identified deficits in current training 
and practice, and which suggests the need for more active participation in training 
and education by those who are experts by experience. Furthermore, the need 
for more consideration of the primacy of testimony accounts of self-injury as an 
aid to further understanding is a recommendation contained in this study. 
13 
Chapter Two The Context of Self-Inoury: The relationship of self-injurious 
behaviour to the wider framework of self-harm. 
2.1 Introduction. 
"She seemed vety contained on the outside, but on the inside there was this raw, 
red wound" (Leah-Nurse). 
Self-injurious behaviours are acts, the nature of which and the purposes 
served are unique to each individual. Similarly, the interpretations of the nature of 
the chosen self-injurious behaviour vary widely amongst those who 'choose' to work 
in the area of self-injury. The use of the word 'choose' is apposite, as there is an 
implication concerning the nature and purpose of the act. There is a sense in which 
the word "choose" might imply different understandings of the self-injurious 
behaviour but this is dependant on the situations in which those who self-injure and 
those who do not come together. Those understandings lack defined clarity. They 
are not clear, because as this study sets out to examine, the language of self-harm 
is not uniform in interpretation by'experts'. Similarly, professional definitional 
language appears inconsistent. Therefore, the decision to examine how self- 
injurious acts are variously interpreted and defined is integral to the study. Some of 
these definitional difficulties are largely conceptual and the product of professional 
categorisation, some might say labelling. A more positivistic approach would be to 
suggest that diagnoses exist to signpost clinicians and others to deliver appropriate 
interventions. 
There are other difficulties though, which lie in the very nature of cutting 
behaviour. This is illustrated in the excerpt from the interview cited at the beginning 
of this chapter. An experienced nurse gave the interview, and the quotation seems 
to illustrate the presence of the 'superficial' in self-injurious behaviour that masks a 
deeper and often hidden meaning. Attempting to unlock the meaning of this inner 
language could open the way to more meaningful dialogues with women who have 
a history of self-injurious behaviours. This language issue is crucial because 
medicallpsychological literature uses the terms, 'self-harm', 'self-injury', 'self- 
mutilation', and even 'suicide' interchangeably. The 'professionals' frequently utilise 
terminology sometimes with a seeming disregard for the feelings of those who are 
self-injurious. 
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Similarly, even those who speak publicly about their self-injury employ 
different terminologies. Analysis and reflection on the use of the language of self- 
injurious behaviour might also serve to bring a convergence to thinking rather than 
the disparate or contested language utilized by both groups in the study and this 
was one of the central purposes behind the study. 
2.2 Conceptualising Self-Harm, Suicide, and Self-Injurious behaviour. 
Self-harm, as a whole, and self-injurious behaviour in particular, as 
experienced within psychiatric / psychological, clinical and non-clinical settings, has 
elements of mystery, fear, disbelief and a fairly high degree of misunderstanding, or 
as Favazza observed; "No matter how you slice it self-mutilation is a grisly topic" 
(1998, P. 259). 
Such a variety of emotive responses might spring from the fact that the self-harm 
phenomenon is not clearly defined in ways which all who use the term agree on or 
understand as a unified, identical clinical experience. There are several possible 
reasons for this state of affairs existing. Self-harm is but one reaction in a 
continuum of acts, which have, as an outcome, the causing of personal harm to the 
individual concerned. It is clear that acts of self-harm are not always the product of 
what might be colloquially termed "madness". Some of the acts Harrison describes 
are those that anyone in western society might identify with. In the attempt to relate 
self-injurious behaviour to self-harm, Harrison, whilst clearly elucidating the range of 
self-harmful behaviours evident, makes little attempt to place self-injury as a distinct 
entity outside acts of self-harm, which might lead to death, either indirectly or 
directly. Harrison (2002) described it aptly as; 
uA broad term for many acts which cause personal harm, (and) can incorporate 
many different types of self-harming behaviour. These can range from failing to give 
attention to one's own emotional or physical needs, light through to more direct 
forms of cutting, burning or injury" (P. 3). 
It is possible to infer that such speculation is irrelevant, and Harrison's 
experiences as a self-harming individual places her in a world where the 
maintenance of her psychological integrity is dependant on an act which, to an 
outsider, threatens her total physical integrity. Harrison, like others, would argue 
that that self-injury is one of the behaviours utilized to maintain life. Indeed, some 
self-harming women I encountered cut in limited ways to enable eating. This 
lessens the effects of another act of self-harm, which is experienced as being more 
threatening and is the subject of one interview. However, this raises another - 
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dilemma for the outsider. Is self-harm designed to stave off death or is it an act, 
which falls short of death purely by good fortune? Some consideration is necessary 
on the difference between these acts of self-preservation and those generally seen 
as self-harm. 
Not all the range of previously cited behaviours has the primary purpose of 
bringing about self-destruction. Behaviours such as smoking, drinking excessive 
amounts of alcohol, or overeating, may be deliberate acts of self- harm that 
ultimately might result in death. They differ in that few people would admit they 
intentionally want to die or avoid emotional death in carrying out these acts. It is 
almost tautological to state that whilst deliberate self-harming acts may end in death 
their very nature might result in them being defined as suicide at a post mortem. It 
remains impossible to know whether an act of self-harm had as Fairbairn (1995) 
suggested, a primary aim of; "wished for self-destruction, with a clear element of 
intent" (P. 1). 
The nature of self-harm, and possibly suicide, is highly speculative as there 
are few occasions when we can state with certainty that we absolutely "know" what 
is in a person's thought processes when they decide on an act which deliberately 
leads to death. We can make inference, based on retrospective insight, but we 
cannot in all cases know What is in a person's mind at the time. All that can be 
inferred from acts seen as primarily suicidal is a combination of circumstances or 
acts, which lead to the conclusion that this act was deliberately suicidal. The act 
chosen has to possess very high levels of lethality and a small chance of failure; for 
example shooting oneself in the head having drunk a large amount of alcohol, with 
high levels of analgesics taken in advance, and all acts taking place in a remote 
setting. 
Fairbairn provides a fitting description, which can serve to conceptualise the 
case of suicide (attempts) for this study. From this a further analysis of the nature of 
self-harm and its constituent definitions can proceed. Using Fairburn's definition for 
the purposes of this thesis allows a clear demarcation between suicide and self- 
harm as an umbrella term; 
"Suicide is an act, whether of commission or omission, and whether 
performed by himself or others, by means of which an individual autonomously 
intends and wishes to Wing about his death because he wants to be dead or wants 
to die the death he enacts"(P. 84). 
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Further attempts to conceptualise self-harm from parasuicide can be 
problematic. There is considerable diversity in the usage of the different terms, 
"self-harm", "deliberate self-harm" and "Parasuicide". There appears little crucial 
diagnostic significance to the usage of each of these terms, apart from acceptance 
that completed suicide may be higher in those with a previous history of attempted 
suicide, parasuicide or deliberate self-harm (Bhugra 2004). 
This latter category of deliberate self-harm contains further definitional issues. 
Notably, how udeliberate" is an act of self-harm? In this sense of the word deliberate 
is seen as linked with an act which sets to control or modify the behaviour of 
another or provoke a particular response or behaviour. If the acts are performed 
with the specific and possibly conscious intent of attracting help, there will be an 
element of deliberation as to attaining that help. However, this may not always be 
the case. Individuals can and do perform acts with fatal consequences which are 
highly spontaneous and not apparently premeditated. The word deliberate in this 
sense also carries with it a sense in which the person could stop if they had the will- 
power or self-control. 
Self-harm, deliberate or not, encompasses a wide range of behaviours and 
actions where there is similarly vagueness in terms of description and application. 
This ambiguity occurs across the range of medical I psychological/ psychiatric 
taxonomies. Indeed, inside "medical/psychological" research driven literature 
ambiguity of definition is evident. Hence, Tantum and Whittaker (1993) describe 
acts of "cutting" as "self-wounding", but decide in the same paper that the most 
appropriate definitional terminology to apply to the act is that of Udeliberate" self- 
harm. The former term (self-harm) initially suggested by Morgan (1979), was 
descriptive of behaviour for which the main purpose is "bodily derangement", a 
subject addressed in chapter four. This early definition, viewed thirty years on, is 
more representative of late nineties post-modernist explanations than the 
psychiatric background from which Morgan emanated. It could also suggest 
behaviour that may be dually defined as either enteral (overdose/ingestion) or 
parenteral (cuffing, slashing or wrist cutting). This latter slashing or cutting 
behaviour stands in marked contrast to the culturally sanctioned practice of bodily 
enhancement, described by Favazza (1996). This class of actions stand in contrast 
to self-wounding, which is directed at the skin (external) or the mouth (internal) and 
occasionally, in the case of the woman, the vagina, and may involve the removal of 
breasts and for men the removal of genitalia. The type of body enhancement 
described by Favazza does not embrace total removal of body parts in response to 
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inner voices suggestive of psychotic thought processes (hallucinations) and which 
may be evidence of mental illness. 
As with self-harm in general Favazza (1998) notes (somewhat dramatically, 
it could be said), the presence of rage even with seemingly 'normal' acts of bodily 
mutilation such as cutting hair or nails, which although they are a body alteration, 
are never seen as 'abnormal' unless taken to extremes. In the sameway body 
enhancement because of religious injunction or cultural identity, is condoned if it is 
an acceptable and controlled part of that cultural group. They remain however acts 
of body mutilation. Therefore, in terms of the classification systems associated with 
European and American psychiatry/psychology, they are not acts of abnormal 
mutilation. Similarly, it might be suggested that body piercing and tattoos could fall 
into the same category. Few of the categories are static however. What was 
condoned as religious practice in earlier European Christian history for example 
extreme self-flagellation, or blood letting to release evil spirits is not condoned in 
society today, religious or otherwise. 
Favazza has traced the origins of self-mutilation through history and religion. 
It is only when self-harm is related to mental illness that ideas of deviance or 
pathology are utilised. However, the distinction between religious fervour and 
mental illness is subtle and equally complex. For example, in St Mark's gospel 
(Chap 5: 5) an account exists of a man who repeatedly cut himself on stones; was 
the man depressed, did he have a dermatological condition (extreme irritation), or 
was he a simple ascetic self-flagellating (beating) himself? 
Is the injunction to remove body parts as contained in various Judeo- 
Christian texts to be taken literally, as other parts of the Bible are? If so, how 
historically have these acts avoided being labelled the result of psychosis? In the 
past, castration (self) was accepted, even as religious injunction. An injunction that 
today might be defined in a variety of bewildering psychiatric complexities. 
These are points of philosophical reflection but this does not mean that we should 
be dismissive of the pain of those who have to self-injure, nor that we seek to 
trivialise religious or other history. Rather, it is of interest how, when an individual 
becomes known to psychiatric or other health care services, these factors become 
the subject of professional interest and scrutiny. What we have little knowledge of is 
the true scale of the occurrence in the community for those who do not use the 
health-based services. 
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Professional' fascination in self-mutilation emerged in modern psychiatry as 
the object of intense psychiatric interest in the late 1980's when certainly within 
medical/psychological/psychiatric/analytic circles a renewed interest began. Freud 
at the turn of the 20'h century had shown some interest in the subject, but it would 
be fair to say it was not a direct part of his initial work. Research into the nosology, 
(concerning disease classification) and antecedents of self-injury has assumed a 
level of fascination amongst medical/health practitioners, if the volume of literature 
is to be believed. 
From the interest of 1983 emerged what Favazza and Conterio (1989) 
described as the 'habitual self-mutilator' who self-injured because of a failure to 
control impulses. Of particular note for this thesis is their notion of the typical 
character being female, approximately thirty eight and who first harmed from the 
age of fourteen. This fascination continued, and Favazzb and Rosenthal (1993) 
noted that self-mutilation (which had by now acquired a further discriminatory 
description of pathological), had during the past twenty years, been the subject of 
two hundred and fifty articles and five books, such was the level of interest. Little 
has changed, but the demands for a 'cure' have produced a bewildering array of 
interventions, none of which have proved successful in isolation, nor as a "cure" for 
all. 
Finally, the third, (superficial and moderate self mutilation) of the three major types 
of self-mutilation (see chapter 1), proposed by Favazza and Rosenthal suggest 
incidence figures at that juncture of between 400-1400/100,000 of the population 
per year. They drew their conclusions from three studies conducted in the previous 
twenty years, (Whitehead, Johnstone and Ferrence 1973; Kahan & Pattison 1984; 
and Favazza & Conterio 1988). These figures were obtained from clinical 
populations, which could be of potential significance both in typology and as 
regards incidence. As such, Favazza and Rosenthal could be under or over 
estimating. Current UK trends would probably suggest they are not over estimating. 
The development of new understandings to the meaning and significance of 
self-injury in clinical and non-clinical populations led to explorations of the "internal" 
experiences of those who are self -injurious. Specifically, what was happening to 
the affect (emotions) of people, including those with personality disorders and the 
relationship of suicide to self-mutilation? The latter group having a higher incidence 
of general self-harm. Kroll (1993) suggested that whilst those with borderline . 
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personality disorders (see section 2.3.1) do have some tendencies towards 
completed suicide the majority do not. Kroll notes; "Self-mutilative behavidurs, 
(usually wrist cutting and burnings), especially in the absence of a history of suicidal 
acts, predict very low suicide fisk" (P. 27). 
Whilst there remains considerable ambiguity, concerning definitional 
aspects of self-injurious behaviour and mixed accounts of the links between self- 
harm and suicide, the situation has moved progressively forwards towards the 
acceptance that self-injurious behaviour, at least in theoretical abstraction, has a 
meaning outside of suicide possessing a unique language that remains under 
explored. The language issue is a far more emotive and under researched aspect 
of the phenomena. This thesis explores this language from the aspect of two 
groups and offers a contribution to the linguistic debate. This debate might aid the 
development of communications and be more effective in mutual working with those 
who self-injure, although the latter issue of interventional effectiveness does not 
form the main thrust of the study. 
The body of research in place by the end of the last century indicated that 
specifically body mutilation did have some distinct properties shared by those who 
self-injured, which served in a sense to "protect" them from completed suicide. 
Briere and Gill (1998), in a paper summarising three related studies, delineates 
some of the reasons for self-injury. Of the reasons why self -injury takes place the 
following are significant for this thesis and remain current for the subjects who 
participated in this study: 
i) Self-punishment 
ii) Distraction from painful feelings 
iii) Release of pent-up feelings, tension and managing stress 
iv) Getting rid of anger and feeling a degree of self-control. 
In both the Briere and Gill's study and the present study, all respondents had 
significant contacts with mental health services. 
However, the "classification problem" remains, as does the terminology 
"self-injurious behaviour" which is to be adopted for this study. There is 
considerable tension and difference between the debates of academic researchers, 
experts" research, and what might be loosely termed the "experiencer" group, for 
this study termed "experts by experience". So, we read that for example, Conterio 
and Lader(1998) use the term "Bodily Harm" of which self-injury is apart and . 
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cuffing a sub-section. Alderman (1997), speaks of "Self-Inflicted Violence" of which 
cutting is for Alderman a means of "intentional injury" (P23). 
The process of contextualising cuffing within a framework of self-harm is 
exceptionally complex. This description could be indicative of attempted suicide 
which contains self-injury but which is not always suicidal. It encompasses a variety 
of behaviours including cutting. Within the "Service-User" movements (another 
contested term), there appears a general acceptance of the term self-injury as a 
definition. This thesis will however, utilise the term self-injurious behaviour, which 
may encompass a wider range of descriptions. Self-injurious behaviour could be 
seen as (hopefully) a short-term means of coping in a society, which causes harm 
to certain groups, e. g. women, and it encourages certain harmful behaviours; in the 
name of fashionable trends. This fact leads Babiker and Arnold (1997) to conclude 
that acceptance of the person is of greater importance rather than examining only 
the illness context of what they do (P. 19). 
2.3 The nature of classification. 
2.3.1 General Issues of Classification 
Repeated acts of self-injurious behaviour, those that do not form an 
immediate threat to life, are now generally accepted as a significant feature in some 
women who access, either by choice or otherwise, psychiatric services. Acts of self- 
injury are not generally restricted to certain presentations or diagnostic categories in 
a unique and fixed manner. However, the reasons why a woman injures herself in 
the absence of psychotic illness have been subject to examination from a variety of 
theoretical standpoints. The most notable group are those individuals who are said 
to have a degree of personality disorder, specifically those who display symptoms 
closely associated with what is termed Borderline Personality Disorder. The DSM 
IV, (ICD 10) coding system classifies self-harm (which includes more than cutting), 
as a feature of those with Unstable Personality Disorder. As mentioned in chapter 
one, DSM refers to "The Diagnostic and Statistical Manual of the American 
Psychiatric Association" (see glossary). The ICD (international Classification of 
Diseases) is the European equivalent of this coding system. 
Borderline Personality Disorder (BPD) is a relative newcomer to personality 
disorder classification and only appeared in the DSM III edition published in 1980. It 
is characterised by patterns of self-damaging acts, which include self-injurious . 
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behaviours as a common feature. In addition, there are parallel attempts at suicide, 
or suicidal gestures associated with frustration and despair when various self- 
harming activities are seen as being outside of individual's levels of control. The 
concept of BPD itself is not new, its origins going back to the 1930's and the 
psychoanalytic school. For many years both inside and outside the psychoanalytic 
school, it was associated with a group of people who did not fit a range of mental 
illnesses from the neurotic to the psychotic in terms of severity. To an extent, this 
remains the case today. 
Sometimes the person with BPD as defined by Stern (11938) could spend 
periods experiencing the more severe (psychotic) type of ill health when stressed. 
At the end of that period, the stress/illness might abate and they would move back 
towards a more "normal" position on the range, certainly not exhibiting to the same 
degree the psychotic type of behaviours. More precisely according to Linehan 
(1993); 
" For many years thereafter, the term was used colloquially amongst 
psychoanalysts to describe patients who, although they had severe problems in 
functioning, did not fit into other diagnostic categories and were difficult to treat with 
conventional analytic methods" (P. 5). 
The term has not always had a stable set of defining criteria and like most 
psychiatric syndromes has been refined and altered markedly since the 1930's. 
Different schools of thinking in psychiatry placed different emphases within the 
overall definition over differing periods, e. g. the biologically orientated communities 
placing greater emphasis on biological and genetic factors, for example the 
propensity to inherit a genetic disposition to schizophrenia. 
The approach of DSM IV to BPD is a wider one, which represents a broader 
based approach, which after many years is now conceptualised as a syndrome with 
certain defining characteristics being evident. These include: 
Frantic efforts to avoid real or imagined abandonment 
A pattern of unstable and intense interpersonal relationships 
characterised by alternating idealisation and devaluation 
iii) An unstable sense of self, which is persistent. 
iv) Impulsiveness in two areas of the following areas which are reckless 
and potentially self-damaging, e. g. Sexual risk. taking, financial 
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recklessness (over spending), shoplifting, substance misuse and 
binge eating for example. 
V) Recurrent suicidal threats and gestures and/or self-mutilating 
behaviour. 
vi) Marked instability of mood over smaller periods than those 
associated with more severe mental illness. The moods are however 
very intense whether high or low. 
vii) Feeling empty. 
viii) Inappropriate and intense anger, with loss of control and physical 
expression. 
ix) Transient times of paranoid ideation largely related to stress. 
(Source: Linehan, 1993). 
But as with all categorisation debates, nothing remains accepted in 
perpetuity and Crowe (1997) asserts (with considerable professional experience to 
justify his opinions) that ; 
"it is rather unsatisfactory that the only diagnostic group to include self- 
harm as a criterion is that of a personality disorder, since in some cases it seems 
that the self-harm is the person's only major problem, that there are few of the other 
signs of personality disorder"(P. 1). 
2.3.2 Explanations and suggested causative factors. 
Feldman (1998) suggests in a comprehensive paper on the subject, that a valid 
classification of self-injury can be made according to the sites of the body that are 
injured. He cites self-cutting of the skin, ocular self-mutilation, and genital self- 
mutilation as the most commonly reported (P. 253). Feldman also records the first 
psychoanalysis of a self-cutting patient in 1913. He suggests that there might be a 
psychodynamic explanation for the actions, rather than simply a disorder of 
personality, which might be associated with a degree of immaturity. 
i) Self-injurious behaviour -Psychodynamic Explanations. 
Feldman hypothesises that self-injury may stem from a sense of aggression, which 
belongs with an outsider mediated aggressive act. In this case, because the 
individual is a woman, the aggression turns inwards. It is as if the woman cited by 
the nurse at the start of this chapter does indeed have this open and internal 
wound, covered by the thin veneer of physical skin, which contains raw emotions. 
One might presume that these emotions were those of pure anger. It might be - 
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suggested that in psychodynamic terms this represents an act almost analogous to 
masochistic gratification. A point that had also been made in a highly contentious, 
(and to some feminists' offensive), work by Kaplan (1991). Kaplan speaks of the 
anger and rage of a 'delicate cutter' (as she terms the self-cuffing woman), who is; 
"Unable to communicate her anxiety, rage and longing in words, [because she has] 
never learned to bother her parents with unpleasant thoughts or feelings" (P. 385). 
Other psychodynamic explanations suggest that self-injurious behaviour is 
seen as a need to be fully in control of all feelings, in the sense that a payment of 
pain or blood is made for good feelings produced. Feldman also suggests that self- 
injurious behaviour may serve as a defence against the ultimate fear of [or fear of] 
the desire to have a sexual relationship with the father. Such bloodletting might be 
analogous to female sexuality, a more contested explanation in the light of so many 
women having a history of sexual abuse. 
Finally, Feldman indicates that self-harm may be a part of the process of re- 
establishing both control and a feeling of the body as reality, blood becomes warm 
and enclosing, (see P. 255) and a potent image of control of self and potentially 
others. 
ii) Childhood sexual trauma and resultant self-injury 
At this juncture, it is appropriate to speculate about the causative factors of such a 
loss of body control by a woman who self-injures. Suggestions have been proposed 
that suggest earlier familial and childhood abuse, notably sexual, and resultant or 
further episodes that can be understood as traumatic. The association of prior 
sexual abuse with self-injurious behaviour has now been fairly well established with 
studies linking childhood sexual abuse and other abusive acts to acts of injury 
(Mullen et al 1993). However, it is possible that clinical differences in identifying 
self-injury as a distinct behaviour separate from self-destruction will mean that the 
incidence of self-injury in the general population is higher than suggestions made in 
earlier studies, e. g. Brown and Anderson (1991). In their study, Usuicidality", rather 
than self-injurious behaviour was specifically recorded as present in 79% of a 
sample of 947 respondents 41% of whom were women. These respondents were 
already in contact with psychiatric services and had a pre-existing mental health 
problem, which might"skew" incidence of self-injurious behaviour, because of 
inappropriate labelling. Those who access services for mental health problems may 
also be asked about self-injury as part of the assessment, which may suggest 
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higher figures, when what may be meant is suicidal thoughts. Equally, there are 
women who self-injure and never access such services. 
Moreover, the respondents in this study did have high levels of reported 
childhood sexual abuse. This assumes that the "truth" of the assertions concerning 
recall of childhood sexual abuse have to be taken on face value. Establishing the 
"truth" of abuse disclosure and its apparent link with self-injurious behaviour have 
the effect of either masking ar_over inflating the reporting of self-injury as Boudweyn 
and Liem (1995) point out. Significantly, the latter scholars present a more 
sophisticated meaning of suicide and self-destruction in their study, which 
separates self-injury and suicidality from chronic self-destructiveness. In making a 
distinction, they conclude that; 
"While chronic self-destructiveness may not have the same immediate 
implications for well-being as self-injurious behaviour and suicidality it has long 
been associated both with negative, long term health consequences and various 
addictions such as gambling and abuse of drugs and alcohol" (P. 456). 
Finally, Santa Mina and Gallop (1998) indicated clearly that rates were twice as 
high in a clinical sample who had been sexually abused as those in another clinical 
group who had not been abused. This might indicate the possibility that the rates of 
Brown and Anderson (1991) mentioned earlier were not unique or statistically 
inaccurate. The Santa Mina and Gallop study indicated that self-injurious behaviour 
was not the only presenting problem (symptom), but was one of a range of 
behaviours nowadays associated with past traumas. Some behaviour becomes 
public in the resultant injuries, but other acts may have been conducted with the 
same degree of secrecy as that demanded by an abuser in earlier acts. 
iii) Self-Injurious behaviour as 'Trauma Re-enactment'. 
Whilst disputes may continue as to the "deliberateness" of self-injury, deliberate 
in this context having the characteristic of wilful, there is nowadays surprisingly little 
dispute that self-injurious acts are very private. Indeed most of these acts are guilty 
and often-secretive responses to internalised post trauma pain (Harrison, 1995; 
Favazza, 1996; Suyemoto, 1998). Equally, some acts are spontaneous, public, and 
designed to attract attention to a deep-seated distress or to influence other people's 
responses to them. In fact, adequate verbal language of expression may not exist 
for the person expressing their pain. The cut is therefore an attempt to put into 
language something impossible to disclose in any other way at that time. It is the 
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spained expression of trauma' (Kilby, 2001). Miller, (1994) described such actions, 
which are the result of earlier trauma, as 'Trauma Re-Enactment Syndrome'. 
These she suggests are characterised by: 
i) A sense of being at war with the body 
ii) Experiencing secrecy as a central organising part of life 
iii) An inability to self-protect 
iv) Relationships in which the struggle for control overshadows all (P. 26-7) 
The act of self-injury connects a person in a violent way with their past and/or 
present traumas. Miller, (1994) makes the observation that; 'it is important to 
remember that for these women their self-abuse connects them to their trauma, 
even though they, their parents or their helpers may find it difficult to see or 
understand the connection' (P. 9). 
In addition to functioning as a self-directed relief of anger, self-injury may 
also be related in its severity to the traumatic nature and degree of early sexual and 
other abuses in childhood. Other causative factors are likely to include, amongst 
other things; "The relationship to the perpetrator, duration of abuse, the range of 
experiences, presence of other perpetrators and the concurrent nature of physical 
abuse" (Law, Coll, et al 1988, P319). This could raise the issue of powerlessness 
and the inability of a victim to be in control of their situation. One might speculate 
that flashbacks and re-victimisation are a signal of past trauma to the individual, 
who may as a result, continue to re-visit, usually, but not exclusively unconsciously, 
what has happened in their past. This is a phenomenon often utilised by men after 
war service. It has been found that traumatic incidents may lead to the development 
of Post Traumatic Stress Disorder (PTSD) categorised in DSM IV/ICD 10 as; 
"The development of characteristic symptoms following on exposure to an 
extreme traumatic stressor involving direct personal experience of an event that 
involves actual or threatened death, serious injuty or other threat to ones physical 
integrity" (1994, P. 424). 
Whilst PTSID is not a new phenomenon, it stemmed from the experiences of those 
in the trenches in the 1914-1918 wars, when it was differently labelled. It was 
revisited in the 1980's largely because of Vietnam War survivors' experiences. The 
disorder is also said to produce 'psychic numbing or emotional anaesthesia' (IDSM 
IV, P425). 
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These experiences are frequently cited by those who self-injure. Indeed they 
may be calm on the outside, but inside may be enduring a turmoil of feelings and 
responses such as flashbacks, choking, abusive voices further associated with 
trauma, especially childhood trauma. According to Briere (1992); 
"Self-mutilation can serve functions as disparate as distraction from psychic 
pain and self-inflicted punishment and may explain the tendency for such 
behaviours to continue overlong periods of time" (P. 67). 
The reasons for the long-term nature of distress manifested inwardly and resulting 
from a traumatic incident might be explained in relation to attachment theory. 
Attachment systems (amongst the most basic of human drives) are triggered in 
response to internal cues (illness for example), or threats, which result in demands 
for protection, by the infant of their caregiver. When that protection is absent, there 
are tantrums (anger), despair, and a passive withdrawal. Part of this can be 
explained by the opposite, the giving of pleasure, pleasure being largely a result of 
the stimulation of the Neuro-opiate system (Parksepp et al 1985). This is indicated 
in the figure below. 
Withdrawal of Security -; ý Reduction of pleasure 4 An Attempt to Restore the 
Imbalance (Neuro-stimulation) 41ncreased pleasure 4 Repeat Stimulation. 
FIGURE 1 The Pleas u re-Deprivation-Stim ulation Cycle. 
The Neuro-opiate / biological explanation was offered, by amongst others, 
Favazza (1996) and was one encountered by the author of this thesis in the 
interviews described in later chapters. Certainly, it is feasible to suggest that self- 
injurious behaviour might serve to bring about a reduction of feelings associated 
with the traumatic experience of abuse, albeit that the person may have "cut-off' 
subconsciously the triggering cause in amnesia. When the amnesia is broken, self- 
injury can increase, to deal with cycles of feelings, which have been (re) created. 
This offers a possible explanation of why when the event is re-visited, in counselling 
or other supportive work, it comes once more to the fore of the conscious mind, and 
results in a limited increase in self- injurious behaviour. 
Chaikin and Prout (2004) suggest that those who require help in dealing with 
trauma require such a systematic assessment of needs, with the subsequent offer 
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of a variety of packages of care and support, which is specifically community based, 
and designed to deal with trauma. 
2.4 In summary what might be concluded from this section of surveyed literature? 
The chapter has attempted a delineation of some issues concerned with 
contextualising self-injurious behaviour. The difficulties of past inconsistencies and 
inaccuracies in diagnosing (labelling) have been outlined. These issues continue to 
represent considerable problems in their contentious nature especially in relation to 
personality disorders and the possibly interchangeable manner in which 
terminology is used. One issue, to be considered in chapter five, is the tendency of 
medicine to define self-injury in terms of acts of deliberateness with implications of 
wiifulness and inability to control the self. This can cause a degree of personal 
offence to self-injurious women. 
The chapter has also considered some suggested causal factors and the 
relevance of sexual abuse and trauma to understanding self-injury in the 
experience of women's' lives. The evidence of the enduring effects of sexual abuse 
in the antecedents of those who self-injure was considered before discussion 
moved to a brief consideration of the link between self-injury, trauma and the role 
the body plays in managing the consequences, not least of which is fear. 
Van der Kolk (1996) observed the necessity of controlling fear, both as a response 
and as an experience, in order to deal with further and later stressors that will occur 
in life. In attempting to achieve this, further victimisation to the self may be avoided. 
Of equal importance is the acknowledgement by those who provide services 
to women who are self-injurious, that the body responds erratically until the psychic 
fear (whatever the cause), is adequately allayed. The response of self-injurious 
behaviour can be the only means of communicating trauma and feelings. In the 
meantime, that bodily language is possibly a language that neither side really 
understands. This fact was the starting point of this study. Van der Kolk states; 
"'A person's bodily response of fear can be mitigated by safety of 
attachments, by secutity of meaning schemes and by a body whose reactions to 
environmental stress can be predicted and controlled. One of the mysteries of the 
mind is that as long as trauma is experienced in the form of speechless terror, the 
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body continues to react to conditioned stimuli as a result of the trauma, without the 
capacity to define alternative courses of action" (P. 205). 
The role of trauma has been briefly described as this indirectly related to women's 
accounts in the study and as such forms a substantial part of chapter four. This 
chapter will provide an epistemological and, to an extent anthropological, 
consideration of the role of bodies as the containers or otherwise of distress. In this 
respect, the work of Van der Kolk, and those collaborating directly and indirectly 
with him, has been cardinal. Favazza, whose canonical study of self-injurious 
behaviour first stimulated the author to explore this topic in greater depth, to an 
extent parallels the contribution. The observation by Van der Kolk (1996) that the 
early experience of sexual abuse was more likely to result in later self-directed 
aggression further provides a link for. the two aspects, and his words are a fitting 
summary to this discussion; 
"The earlier the abuse, the more self-directed the aggression. Abuse during 
childhood and latency was strongly correlated with suicide attempts, self-mutilation, 
and other self-injurious behavior. Histories of sexual abuse in particular, predicted 
continued suicide attempts, self-mutilation, and other self-destructive acts" (P. 190). 
However, prior to consideration of existing evidence concerning the nature of 
trauma and its relationship with self-injury, consideration is given next to 
methodological approaches. It seems appropriate to place it at this point in the 
thesis in order to clarify the role of established 'evidence', and provide explanation 
of the function of literature as data sources. 
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Chapter Three: Design and Methodological Issues. 
3.1 Introduction -Seftinq the scene. 
al'm like a jigsaw that doesnt go together"(Chris reporting one of her patients). 
The process of bringing together oral data, testimony, literature, and field 
notes to achieve a composite is maybe like attempting a jigsaw. At the outset, 
similar to Chris's experiences, it appears unsolvable. Grounded theory, as an 
approach to research offers the researcher the opportunity to utilize a variety of 
data resources. At the outset, these may appear chaotic because of their diversity. 
Keddy and Sims (1996), attempted to describe the process of producing this whole 
as; "Doing grounded theory, rather than a tidy process is as messy as preparing a 
gourmet meal, where all the parts need to come together at the end" (P. 450). 
The decision to examine self-injurious behaviour within a multi-method 
qualitative framework was an attempt to reflect the complexities that are inherent in 
self-injurious women, and nurses' interventions. Just as the lives of the women who 
are self-injurious have a tendency towards fracturing and disjointing, the therapeutic 
interventions of nurses are not easily reduced to established, pre-set outcomes. 
This study of the expressive language of both groups is an attempt to understand 
and propose a possible theoretical model of understanding that might contribute to 
understanding, certainly, if a later study with wider genera lisability is undertaken. 
The approach taken by the researcher also reflects a personal feminist 
stance, whereby the experiences of the subjects affect the researcher. According to 
Maguire (1987), such active participation of both groups in the generation of 
knowledge is empowering for women. Likewise, attempts to comprehend a complex 
phenomenon in a way that is relevant to a profession's practice base, may be less 
transparent by utilizing complex academic syntax. This might eclipse the vitality of 
the linguistic analysis in favour of the production of clinical solutions. Consequently, 
this might result in an overemphasis on the technical approaches to research and a 
loss of the subjects' voices. 
In terms of a feminist approach, attempts were made to clarify with 
interviewees both directly and indirectly, the "storiesn they told concerning their 
experiences of self-injurious behaviour in both groups. To achieve this, following 
transcription, the data was fractured into components, utilising the approach of 
Kirby & McKenna (1989). The authors termed these "Bibbits" (see Glossary). In 
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generating an understanding of the picture from all data sources, the Bibbits are 
coded then utilised to produce a wider story. Kirby and McKenna's method might be 
described as being feminist, as it has a primary focus of producing 'research from 
the margins'; 
"When we talk of doing research from the margins, we are talking about 
being on the margins of the production of knowledge. In researching from the 
margins we are concerned with how research skills can enable people to create 
knowledge that will describe, explain and help change the world in which they 
live"(Kirby & McKenna 1989: 17). 
The experience of being a woman and asking "difficult" questions to both 
experts" and "experts by experience" might be disconcerting in respect of being an 
outsider looking in on, and making sense of a male world. Similarly, being a woman 
might have implications for uExperts by Experience" whose experience of other 
women may not have been supportive or protective, literally or from their world 
perspective. Looking at this world is challenging, and may arouse emotive 
responses. The way in which interviews were constructed and conducted was 
influenced by a feminist epistemology, meaning that research questions should 
neither cause distress nor stigmatize traumatised women further (Duffy 1985). 
Hence, during the second stage of "Expert" interviews, diary notes indicated that 
interviewer and interviewee agreed that "time out" was needed to "chill" from the 
intensity of interviews. As a woman, the researcher was severely challenged to 
remain emotionally objective. Research diary notes record that: "Here (I was) very 
aware that / couldn't stand back and be the 'objective" researcher (there were 
tears) in this interview", (Res Diary note (A) page 2). 
Reflection on the emotional effects specifically of self-harm is not a matter of 
skill base alone. Rather, it is a deeper wrestling with the meaning of a client's 
distress as a practitioner, and how "Experts" listen to their "Experts by Experience". 
A further personal note in the research diary indicated the thought; 
"Suddenly (during the interview) / felt a sense of redundancy, as if all the 
work of teaching (students) was in vain, because clearly they were not reflecting on 
their abilities to listen". (Res diary note( C) page 2). 
The grounded (Glaserian) approach to research suggests an awareness of 
emotions, in addition to close relationships between researchers and researched, 
and ways in which problems are addressed, required constant personal appraisal of 
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researcher values, beliefs, and the impact on the work. The subject's gender has to 
be a part of that equation (Mallory, 2001). Contained within this chapter are reasons 
for the methodological approaches and additionally a critique of chosen methods. In 
part, this study used a variety of data sources in order to examine the phenomenon 
in a manner unconstrained by immediate demands to resolve clinical dilemmas. 
The sampling framework defined by two illustrative groups was largely 
purposive, but allowed data groups to enlarge to the point at which data saturation 
was obtained largely incrementally (Morse, 2001). Major emergent categories 
formed the basis of the critique of relevant areas of literature considered in following 
chapters. Throughout the process of analysis, the aim was to create a large 
"picture" or"quilt" of self-injurious experiences (Saukko, 2000). This would not 
produce grand theory, rather create a discursive sense of descriptive language to 
offer a wider picture of the relationship between nurses(E's) and female experts by 
experience( E. B. E's). 1 In addition it enabled an exploration of the meanings 
ascribed to what might loosely be termed "illness " and the creation of reflective 
dialogues by nursing practitioners (Tong and Anderson, 1999). Examining the 
subject with this wider viewpoint also placed the self-injurious act outside the 
curative psychiatric domain. The act of self-injury from either the standpoint of 
undertaking the act, or witnessing it, has to an extent a symbolic meaning. 
Mutilations of the body and the constructions that society places on that act have 
repercussions for both expert groups. The personal storying of individuals' accounts 
of "illnesses" is inextricably shaped by a public world, which includes psychiatry. 
Similarly, the personal "storying" of individuals (Schou &Hewison 1998) influences 
the perception by the public social world. 
The way in which the study was constructed form the final part of this 
chapter. This considers the processes undertaken to achieve an end point whereby 
it appeared that data saturation was attained, there being no further significant 
findings from either written or interview sources. In so doing old and new 
perspectives on a common phenomenon were re-examined with the personal story 
lying at the heart, and in which supportive literature appeared to interact in what 
Holm & Llewellyn (1986) termed a double helix; 
"Results of research serve to develop and validate theory, while theory as it 
is developing and being validated constantly generates new research questions and 
I For the purposes of this study E's refers to the nurse sample, E. B. E's the women; otherwise, nursing is used to 
indicate either profession or theory. 
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provides new perspectives for examining 'old'questions"(P. 1 5). Notallquestions 
could be answered, and further ones arose which might form the basis of further 
research concerning self-injurious behaviour. 
3.2 Examininq 'The Sensitive' sensitively. 
From the commencement of the study, one of the foremost dilemmas for the 
researcher was the sensitive nature of the subject. The issue of sensitivity also 
raised questions concerning exactly which research method was most appropriate. 
It appeared from the outset that, whilst the study explored a phenomenon from a 
variety of sources, to couch it simply as phenomenology moved it somewhat 
further away from researching ufrom the margins"( Kirby& McKenna 1989). Rather, 
a decision was made to frame the whole in an adaptation of the grounded 
(Glaserian) approach, utilizing a variety of methodologies to achieve the goal of 
retaining at all times the centrality of the subject experience and affective 
responses. Hence, the study used both written and verbal accounts of experiences 
of self-injurious behaviour. The E. B. E literature, which added to interview sources, 
both informed the study and was an integral part of it. In reviewing such literature, 
great sensitivity to reading the distress and feelings it contained was required. 
Similarly, the "EY also disclosed some personal reflections, which required similar 
sensitivity. Clouston (2003), in addressing the difficult question of researching 
sensitive individuals in health settings, proposes the use of a narrative approach. 
This approach can enable the client to deal with sensitive issues more insightfully, 
because the researcher has to consider the distress from the narrators' standpoint 
rather than their standpoint. In so doing individuals with a very personal experience 
of illness, add different focuses to illness narratives. Personal stories offer; "deeper 
understanding of the lived experience and goals of the individuals" (See Clouston 
P. 141). 
A sensitive approach includes the understanding that reflexive research 
related to "clinical problems" allows an individual to experience a sharing of 
experience as dialectical, and enables the subject to reframe how they experience 
their distress (Anderson, 1991; Radley 1993). It should not be understood as data 
corruption. Anderson notes; 
"Concern with biasing our data comes from a paradigm of science that 
would have us engaged in finding the 'true social reality' This is inconsistent with 
an approach that questions how the 'facts'get assembled" (P. 1 17). 
33 
Hence, as a feminist, the interview was an opportunity to engender empowerment 
in both sets of subjects by allowing a closer relationship to develop. Indeed, Oakley 
(1992) suggests that the individual when participating in research; "invests his or 
her personal identity in the relationship" (PA 1). 
Obtaining data included the use of telephone conversations in the final 
stages of collection. It is necessary, in using such an approach, to be mindful of 
emotional effects of narrative telling in a seemingly impersonal manner. To help 
minimise these effects the researcher made follow-up calls twenty four hours later 
and maintained links by email for a mutually agreed period of time, where agreed. 
Additionally, in term's of the sensitivities of the "E's ", it was clear from fieldwork 
notes at the time , that there were also personal histories which influenced both 
how they shared information with the researcher and how they interacted with 
clients. This possibly made the "E's" more defensive. Hollway & Jefferson (2000) 
suggest that sensitivity to "defended subjects" should follow naturally if a feminist 
stance is adopted. 
Approaches that upermit" the current reflexive approach to what are largely 
ethnographic approaches to research, might reflect current post-modernist 
approaches to research and permit emotion in research experience (Coffey, 1999). 
In other words, the researcher is not distanced from their position in the social world 
in which they live. Entries in the researcher's diary reflect this in frequent 
observations of apology (mentally) for the past /present failure of nursing to 
understand the emotive needs of self-injurious women. In the research study, the 
researcher was active in the emotional process of researching, but such emotional 
participation enhances, not detracts, from its validity in the role of telling the 
research story (Clough, 1996; McCance et al 2001). Alternatively, as Barker & 
Buchanan-Barker (2004) suggest, such acceptance of the persons' story of distress 
serves to add power to the spoken client narrative and acceptance of listening with 
reverence adds to current positivist approaches. Additionally, the decision was 
made to utilise written testimonies of self-injurious women, some of whom 
contributed interviews. Using this triangular approach allowed what Blaxter (1983) 
had addressed in research, namely that women relate the story of their illness as an 
individual, notably, their personal stories. This was not simply relating symptoms in 
order for others to understand disease progression. As Blaxter observed, it was; 
"about why me - why now" (P. 133). 
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Furthermore, Jones (2004) suggests that the individual stories of service 
users may have a major place in the systematic literature review, even though they 
are, as he describes them, areas of "grey literature" (see glossary), and as such are 
sources of personal stories of distress requiring sensitive consideration. In addition, 
nurses have testimonies about difficult areas of care. Despite this, accounts are 
present in clinical literature, which concern the emotional testimonies of nurses who 
work alongside self-injurious women. 
3.3. The purpose of the studv. 
Nursing, situated within a general medical/social field of practice, is a 
profession that is measured largely on its abilities to alleviate conditions, prevent 
deterioration, teach individuals how to manage or prevent illness, and wherever 
possible prevent death. As Swanson & Chapman (1994) comment, nurses spend 
more time; 'doing than knowing" (P. 67). Nurses'work in areas where "facts" of a 
diagnosis are subject to theoretical disputation concerning the causative factors of 
an illness, however, it would appear at clinical level they rarely engage with the 
dispute, preferring to adopt the medical diagnostic model. Certainly, in the area of 
psychiatry, there is a tendency towards an acceptance of current (modernist) focus 
on mental ill health causation and the curative factors, especially with women 
(Showalter, 1991). This suggests that a phenomenon such as self-injurious 
behaviour, which nurses might define as an accepted illness reality, may be 
misplaced. As Berger and Luckman (1967) observed, reality is in part a social 
construction. 
There are agreed physiological realities, however, in less substantive areas 
like mental health, certain facets of "illness experience" in modernist terms may be 
incapable of being experienced or recorded without interpretation, or with 
dispassionate objectivity. It is difficult to assess the absolute threat to life from self- 
injurious behaviour, when viewed from the woman's standpoint. She may be more 
distressed by her bodily perception than the risk of mortality More specifically, how 
a woman relates her self-injurious behaviour to a given diagnosis (in the absence of 
psychosis), has long been a matter of debate as to its factual basis. The contested 
nature of self-injurious behaviour has been the main reason for undertaking the 
study. The research approach and purpose evolved gradually from general ideas 
that were suggested by a comprehensive examination of relevant literature. This 
then progressed to specific areas of enquiry from which clearer objectives could be 
set (Dainty, 1998). 
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The accomplishment of objectives requires a flexible and creative approach 
to obtaining 'data'. Whilst this might be interpreted as methodological slurring, in 
reality, according to Johnson et al (2001), this approach offers a broad base in not 
only obtaining material, but also overall outcomes. Whilst Johnson et a[ may have 
initially been referring to the validity of qualitative, over/alongside, quantitative 
approaches; they make a powerful case for pluralism or at least methodological 
modification. After consideration of these factors, the objectives of the study were 
finalised from the original general definitions outlined in chapter one. These are: 
(i)To examine multiple roles and facets surrounding the act of self-injury 
conveyed both to ERE's and to nurse practitioners who encounter acts of self- 
injury. In a feminist framework, this entails the utilisation of personal reflexivity. The 
examination of the function of self-injury is not confined to diagnostic categorisation, 
but is rather an attempt to acquire more insight into an expressive phenomenon, 
and as such; "can only at best be a reflection not objective and quantifiable reality" 
(Mason, 2003 P. 177). Similarly, the utilisation of a feminist perspective, suggests 
that the examination of ways that self-injurious women view their bodies, the 
meaning of these acts, and the effects this may have on the way uexperts" deal with 
the actions was a valid part of the outcomes. This objective encompasses 
consideration of the difficult nature of nurse client relationships that frequently exists 
where self-injurious behaviour is present. 
(ii)To examine how nurses make sense of the bodies of self-injurious women, 
which Blaxter (1983) noted in her study; "were their inheritance and the result of the 
events of their life and [it] is their constraint (P. 69). Similarly; "a parallel focus would 
be how women convey a sense of despair at the impossibility of making known the 
whole", (P. 69). Of necessity, a parallel point of consideration is the construction of 
meaning placed by "ET in judging the injurious acts of women and how they 
considered any constructions the "ERET made. One of the intertwining themes is 
the effect of past traumatic abuse (sexual) on the women and the ways in which 
their autobiographies are constructed (Benstock, 1998). A similar theme is the 
extent to which nurses construct what might be termed "body biographies" of the 
women in comparison to how they, (the E. B. E's) construct their own. Examination 
of the professional constructions made by nurses'features in this objective, to the 
extent that these may "mirror" the self-injurious women's own construction of the 
fragmented self. As Benstock (1998) suggests; 
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"What is communicated in this moment is a wholeness, an integration that is 
present in the image but has not yet appeared in experience" (P. 14). 
(iii) To examine the extent to which "experts" place their own interpretations 
on "stories" the women give by their acts of self-injury, in the sense that what 
people disclose largely depends on; "What we think they think we ought to be like- 
or what selves in general ought to be like" (Bruner, 2002, P66). It is an examination 
of the nature of caring and caring relationships between the two groups. 
(iv) Examination of the extent to which uexperts" actively reflect on their 
experiences in the sense that Wilkinson (1998) suggested was both personal and 
disciplinary reflexivity. In other words, the extent to which they integrate any of their 
own identity in utilizing evidence based practice. 
3.4 Women and nurses-sample and sources. 
Selecting samples for research involves acceptance of the idea that; 
"knowledge exists in many places" (Kirby & McKenna 1989, P. 96). Obtaining that 
knowledge from primary sources may be more complex when conducting research 
from the margins (Kirby & McKenna, 1989). It was important to obtain a sample 
predicted to have data and the experiences required. For the study all the 
participants, both "Es" and "ERET, who were interviewed had personal 
experience of self-injurious behaviour, were geographically accessible by email or 
telephone and, most importantly, they needed to be willing to share painful 
experiences. 
There were difficulties in completing a permanent willingness to be available 
for comment, as outlined by Kirby& McKenna (1989). Some "E. B. E's" who had 
heard of the project, could not participate because practice experts felt they were 
too vulnerable and access was refused at short notice and they withdrew. In 
addition, the researcher might have professional contacts with the women later, and 
so they were not considered. Some "EREV were willing at the time, but when 
interview drew close or they experienced times of personal stress the willingness 
abated and consent was withdrawn. This was respected. In reality very few who 
initially agreed to interviews later withdrew. Both groups in this study identified with 
the aims, although reaching them was difficult. Finally, with the exception of one 
woman, enough rapport and acceptance was established to enable disclosure of 
information at an early stage of data collection. At the initial stage, interviews 
formed the basis for the coding of experiences and descriptors and these 
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responses then formed the basis for further exploration with subsequent 
interviewees. Then as participants were drawn into the sample a stage of saturation 
was reached, where no new or significant information was forthcoming and 
sampling ceased. 
When an approach is founded in feminism, questions asked of the chosen 
group are; "questions that are pertinent to women, are of interest to women and 
developed out of political struggles" (see King 1994, P. 20). That is not to say such 
questions cannot be asked of men. The ERE's were a group of women who had 
oppressive life experiences. Consequently, some were critical of both nurses and 
other women, so the researcher's own gender might have been an issue. However, 
whilst it did appear to have an influence, it did not appear to influence the subjects 
in a negative way (see Padfield & Procter 1996). The "E's" group comprised both 
genders. This was not a deliberate choice but this group reflected essentially 
different personal experiences, levels of expertise, and the fact that, in most areas 
in which psychiatric care is delivered, both sexes are represented. 
The ERE group, who were interviewed face to face, comprised a sample of 
nine women who, if they specifically mentioned their age, ranged from 31-52. 
female from birth, four identified as lesbian and three were divorced. In addition, a 
further two made electronic contributions (email), of whom one was in addition 
interviewed via a recorded telephone interview. This made a total sample of eleven 
by the conclusion of the study. The entire sample had self-injured, some stating 
they still cut. All had utilised more than one method of self-harm. Six of the sample 
were, or had been, professional "carers", including nurses, only one of whom was 
still practicing in this capacity. 
The E group comprised of fourteen 'nurseS'2, including six men aged 
between 25 and 53. In terms of the study, the length of time of having contact with 
self-injurious women was more relevant, ranging from one to fifteen years. The 
group of "E's" were selected purposively. This sample was "snowballed" (see 
glossary), out to others working within secure mental health services that had 
appropriate experience. It also produced two of the E. B. E respondents. 
2 
This sample includes a midwife and the author is aware that midwives are not always nurses. It is done for 
purposes of simplicity of expression. 
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At this stage, the researcher spent several intensive periods of data 
gathering at a specialist unit catering for general self-harm, with high levels of self- 
3 injurious behaviour present. This enabled immersion in the lives of both groups 
and their language usage. For ethical reasons no "ERE's" were drawn from this 
sample. On return from this period of data gathering, the sample was widened to 
include "E's" who encountered self-injury in the course of their work as adult 
nurses(see glossary) and were in professional groups mentioned by the ERE's.. 
At this stage, emergent issues were made a part of a subsequent interview with an 
ERE who agreed to interview after some hesitation but then also supplied 
testimony. 
Testimonies consisted of text-based sources comprising forty-eight "Bibbits" 
(Kirby & McKenna 1989) of information, which were evaluated to provide further 
enhancement of description and examine further language descriptions concerning 
purposes, feelings and understandings of the body during or near to acts of self- 
injury. The entire sample was female and obtained from thirty-two publications. The 
publications comprised books, poetry, clinical descriptions in clinical and 
psychological literature and therapy texts. All were published within the last ten 
years, from both the UK and North America. These texts were enhanced with 
electronic sources from web pages in the public domain. Within this group were 
samples of writing produced by writers who had been interviewed, or who had 
published. The ethical aspects of this will be addressed later. Three of these 
contributors had been contacted by the researcher following the placing of an 
advert in a national women's journal asking for participants. The researcher then 
telephoned the individuals concerned, so validity could be established (Mann & 
Stewart 2000). 
The aim of the study was an examination of differing language usage so the 
use of such material could be justified in terms of "inter methods triangulation" (see 
Redfern, S., and Norman, 1.1994) to increase data saturation. Some of the written 
texts contained further written samples from different contributors, hence the 
number of descriptive "Bibbits" (see glossary). Whilst it was not possible to 
ascertain the ages of all these respondents, stated ages ranged from fifteen to fifty- 
three, with twenty-four ages unspecified. The respondents had been cutting 
3 The researcher was awarded a scholarship, which enabled a study tour in the UK, USA & Canada to gain a Wider 
picture of the subject matter. 
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between one and thirty three years, where specified. In this group, only three stated 
that they had stopped cutting at the time of their writing. 
Approaching the subject from the inter-method triangulation, the study 
sought to contribute uniquely to knowledge concerning self-injurious behaviour by 
placing distance between the nosiological aspects of self-injurious behaviour, the 
professional prescriptive approaches of solution based care delivery in nursing, and 
personal examination of "E's" feelings towards self-injurious behaviour. This was 
then compared to ERE's accounts of what the act represented plus feelings about 
body and blood. This was then compared with "E's" interpretation of body, blood 
and the concept of embodiment. In this particular area, there has been little 
empirical study utilising this approach, hence the need to use various data sources 
and the use of literature as a central component of the study. As such the 
researcher utilizes a similar approach to that of Dainty (1998) who commented; 
uThe method of data collection and analysis used a grounded theory (GT) 
approach in which the issues relevant to the study are allowed to emerge freely 
from the data. Theories are then developed to explain the emerging phenomena 
which are systematically grounded within the original data" (P. 6). 
3.5 Contextual and ethical constraints. 
In the initial sample of "E's" and "E. B. E's", data indicated a need to widen 
the sample and, where appropriate, return to relevant individuals to retain mutuality 
and enable the inductive process central to the grounded approach. The nature of 
the subject and the researchers' stance meant that subjects were free to withdraw 
at any stage. Indeed, one withdrew consent and then returned and agreed to 
participate, as well as provide testimony, consisting of writing and poetry. Subject to 
being anonymised, this was published in a paper arising from the study (Reece, 
2005). 
Further constraints to the study existed in that women currently utilising in- 
patient services were not approached to take part in the study, out of respect for 
their mental health status. Therefore, "EREV were ultimately recruited via 
contacts made at conferences or by personal recommendation(snowballing) In this 
way a degree of congruence between researcher and ERE's was established, 
(see Gilbert, 1996 P. 74). The situation also reflected the reality of marginalised 
groups, in that their "voice" was not infrequently absent from a high percentage of 
clinical research. 
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In relation to obtaining meaningful responses, the search for meaning and 
possible causes of self-injurious behaviour was fundamental. In this sense, 
interviews with the women were biographical in that the researcher wanted to hear 
their "voices of experience". With the "Expert" group, this approach meant that 
nurses could feel empowered to speak personally when less constrained by 
"professional opinion" and enabled to make some personal sense of the meanings 
of self-harm they experienced. Wilkinson (2000) in her work on women talking 
about breast cancer, utilised Denzin's work on biography (1989) and noted that; 
Tepple's talk about causes is not treated as offering transparent evidence of their 
aetiological beliefs, rather it is interpreted in the light of people's search for 
meaning and their attempt to make sense of their lives and identitiee(2000: 1P. 438). 
The use of electronically generated materials presents difficulties as the 
materials may be described as "grey" areas in terms of ethical processes (Hardin, 
2003). All respondents were sent electronically the material contained in appendix 
one. If a phone number was given, then they were contacted after email replies had 
indicated this was appropriate (one declined phone contact). In this way, the person 
could be verified as the author of work submitted. The use of emails as an 
interviewing medium can be defended according to Murray and Sixsmith (1998) for 
a variety of reasons, including spatial constraints and the use of sensitive 
information that may permit disclosure in way more directly controlled by the 
subject, i. e. they can just stop emailing. The guidelines advocated by Murray and 
Sixsmith (1998), regarding security of data, were followed in the restriction of 
access by the author's password to sensitive files. Materials in appendix one were 
also given to all interviewees who participated in the study, and all were reminded 
that they could always terminate involvement. Likewise, any emotional harm to the 
individual concerned was lessened by the commitment to maintain email contact for 
as long as the individual desired, and the availability of the researcher by 
telephone. 
Ethical Issues 
The use of different sources of data in this way meant that differing ethical 
problems required solutions. However, approval for the "E" group interviews was 
obtained from relevant managers, usually at unit level within NHS trusts, and 
respondents were, (usually), interviewed off-site. Likewise, the contents of appendix 
one was given to other relevant managers. The ERE. group Was approached 
directly, via known contacts, particular care being taken to ensure their 
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understanding of the nature of the interviews and subject matter. They and the "E" 
group received a letter, being the proposal for the second stage of research and 
relevant consent forms. The latter being approved by the researcher's University. 
Clearly there are a range of ethical issues underlying approaches that utilize open 
ended questions, hence the re-statement on several occasions that permission 
could be withdrawn at any point and frequent checking during interview, that there 
was no distress ( see appendix two for transcribed interviews). 
Using open questions gave respondents greater control of how much 
information they wished to disclose, and in addition, the researcher was freed from 
limiting questionnaires and more able to adapt and amend them appropriately in 
conversations. In the final stages of the study, when specific areas were 
considered, questions were used commencing the dialogue raising issues, which 
were significant to the study from the ongoing analysis. This included areas where 
greater depth or new insights had emerged from the previous data, and to both 
groups in the study. 
Most of the "E. B. E. " sample were happy to use their own names, which 
whilst not normal practice, was retained to promote some sense of pride 
in what had been achieved. In addition, many had already published 
under their own names. Where this was not appropriate, pseudonyms 
were used in transcription and quotations. Any material appearing in 
personal communications was anonymised. Ethical decisions 
concerning the use of materials were made utilising questions 
suggested by Mason (2003) notably: 
Whose interests are served by these criteria? 
How and why were they developed (formally or informally)? 
> Are they good enough in relation to the complex interests identified, 
(and satisfied? ) (P. 43). 
Kirby & McKenna (1989) suggested a further relevant question might be; 'Should 
the group be studied by me, and does it help transform inequality in the chosen 
group'(P. 104)? 
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3.6 The analysis process. 
Hollway and Jefferson (2000) observed that within a chosen framework four 
questions are associated with qualitative research methods whatever 
methodological considerations are made regarding the data: 
> What do we notice? 
> Why do we notice what we notice? 
)> How do we interpret what we have noticed? 
How do we know our interpretation is the right one? 
By adopting these issues, a framework of approaches to a study area can be 
developed. Initially this process commenced with a familiarization of the subject 
under consideration, an approach termed by Ritchie & Spencer (1994) as; "getting 
immersed" The process then moves they suggest to the identification of a thematic 
framework, which underlines the materials for consideration for the subsequent 
review, (why are we noticing? ). In the grounded approach, this process can be 
deferred to the end of the project. However, in this case the literature review was 
also part of the research process, in that it contained both subject materials and 
data sources. 
Indexing, which Ritchie and Spencer suggest as the next stage, was a part 
of the literature review chapters but was also contained in chapters dealing with 
analysis and results (8 & 9). Literature has a variety of purposes in this study, 
including both background and as part of the emergent themes (cod es) and 
verification (Schreiber, 2001). It provides a reason to interpret what has been 
noticed (Hollway and Jefferson (2000). The basis of the approach is that of 
interpretation, but according to Stern (1994) it is; 
"but one of the interpretative methods that share the common philosophy of 
phenomenology- that is methods that are used to describe the world of the person 
or persons understudy. (P. 213). 
In this respect, the study also attempts to ask the Glaserian question, "What's going 
on here? " (Glaser and Strauss, 1967: Field & Morse 1990), in concerning itself with 
the worlds of two groups of people intertwined by one act. This is not a random 
process though. It starts with data preparation and concludes with the 
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genera I isabil ity of study outcomes (Pidgeon & Henwood, 1996); knowing the 
interpretation is the right one (Hollway and Jefferson, 2000). 
In order to bring the several approaches to data collection together and 
enhance the quality of data being created, triangulation approaches were utilized. 
Mitchell (1986) suggested four types of triangulation exist in approaches to 
research; 
i) data 
ii) investigator 
iii) theoretical 
iv) methodological. 
This study proceeded on the basis that data triangulation was appropriate as a 
means of widening the sources and enhancing the sampling process. Mitchell 
defines the process as; "The inclusion of multiple sources of data within the same 
study, with each one focussed upon the phenomenon of interest" (P. 20). These 
multiple sources included the use of research observation noted in the research 
diary that, according to Dainty (1998) gives another view to "experiences" not 
directly occurring in the interview. The diary also reflects a deeper understanding of 
the informants' reactions and opinions of their experiences (see P. 104). 
Process of data collection- 
Phase I 
Five interviews took place with participants from both groups, which 
functioned to establish ground rules of interviewing and project viability. At this 
stage, the uniqueness of the study approach, its focus on the underlying (beneath 
the skin) issues and the language used by both chosen groups, was established 
from responses given, e. g. the varying definitional aspects of self-injury. 
Phase 2 
Included email interviews, one with an "Expert", which initially did not contribute 
much to the study, but established how the process might be handled for 
subsequent contacts. The relevance of this interview in terms. of what was said was 
enhanced by a second "E. B. E. " contact. 
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Phase 3 
Marked a period of sustained data gathering. This comprised the major part of the 
data from nurses within a specialist unit. The original three "E" interviews from 
phase one formed the basis of these interviews, with open coding (Duffy 1985) 
taking place prior to each interview. After interview, an independent typist 
transcribed them. Interviews varied in length from 45 minutes to 90 minutes, 
continuing to contribute to the process of data refinement, as described by 
Schreiber (2001). The process leads to more sophisticated coding of second and 
ultimately third levels where more relationships between concepts were noted. At 
this phase of collection, the overall emphasis was on meaning ascribed to acts of 
self-injury. Coding was revisited between both "E" and "ERE" interviews, so 
parallel voices were heard. 
The initial E. B. E's interviews (N=2) had suggested concepts which Duffy 
(1985 ) described as theoretical sampling, exploring special points of interest or as 
described by Kirby and McKenna (1989); "guided conversation whose goal is to 
elicit from the interview as much detailed materials that can be used in a qualitative 
analysis"(P. 66). 'Memoing' (Schreiber, 2001) formed a large part of this phase of 
conducting the research memos being in the form of; "quotes that the analyst would 
seek to answer during the data collection" (P. 72). 
Interviews with ERE's during this phase were with a group of women linked 
by an activity peripheral to the study, notably two international conferences. Both 
ERE's and 'E's collaborated in the venture from their respective areas (University/ 
NHS Trust in London, 2000/2001). These conferences brought together women and 
men with experiences of self-injury, both were involved in the training of individuals 
working with self-injurious behaviour. This enabled the researcher to access people 
for any data required, in addition to making the involvement of "E. B. E's' active. 
During this period, an advertisement was placed in a national magazine to 
recruit women willing to participate in the study, essentially to widen the database of 
the ERE. group. A further four women contributed, using all the identified formats 
and some who contributed across two formats, including extensive personal 
testimony. By the end of phase three of collection, saturation was evident in the 
ERE. group. Little new data was emerging but new categories were being 
suggested to the researcher. Finally, the "E" group accounts were completed at 
this time utilising the experiences of self-harm by nurses working in areas outside 
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mental health care. These provided comparison (Glaser &Strauss, 1967) but were 
not a final group whose purpose was to; Ocompare evidence for its own sake" 
(P. 49). 
Phase 4 
This focussed on analysis of forty-eight written testimonials, thus completing the 
data triangulation process. Comparisons were made, where possible, with any 
interviews ERE's had given. In their writing however, they tended to be less 
guarded and more raw in an emotional sense. This data was "fractured" (Glaser, 
1978. P. 55), and then as with other data, regrouped into codes and finally into some 
emergent themes. Prior to this phase the open coding process had been 
succeeded by "substantive" coding in the testimonials (Glaser, 1978). A wide 
variety of sources were used for this purpose, including personal writings, training 
booklets, books, accounts in published psychological literature and counselling 
manuals, in addition to established open access web sites (see appendices 3&4). 
Phase 5 
This served to utilize any "professional" materials that contributed to and developed 
the data from "E's" written and other professional experiences. Finally, common 
themes in all data sources were ascribed meaning, making five coding stages, 
which had reduced thirty-four conceptual codes to eight major codes. This process 
had the potential to assist in the grounding of a mid-range theory to explain the 
reactions of professionals to self-injurious behaviour. It also sought a more in depth 
understanding of exactly how professionals "experienced" the behaviour in different 
ways from the ERE group. The timeframe for the collection of data and 
interrogation are itemised in appendix six. 
Researching a group on the margins and exploring reactions of one 
professional group to them presented personal and professional challenges as a 
feminist. The researcher, having personal experiences of self-harming individuals in 
clinical settings, required reflexivity in all stages of data interpretation. However, 
according to Reinharz (1992), this does not of necessity detract from, but can 
enhance, processes. Reinharz provides a fitting conclusion to this chapter; 
"Starting from one's own experience violates the conventional expectations that a 
researcher be detached, objective and valde neutral. In 1971 British sociologist 
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Annie Oakley had already written that these approaches were themselves not value 
neutral but were often a cover for patriarchy". (1992: 26 1). 
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Chapter Four: Bodies as The Containers of Distress. 
4.1 Introduction. 
"My Crimson tears arejust as good as and twice as real though / don't feel 
them ... don't feel anything" (Anne). 
It is possible psychotherapists and other professionals (mostly of the 
humanist school), working with individuals displaying manifest anxiety, might 
conclude that, without exception, all human beings will experience distress at some 
point in life. The humanistic school of psychotherapy would suggest all individuals 
experience constant development and change. This process, whilst at times painful, 
is 'normal', leads to self-knowledge, and more importantly, some acceptance of 
standing in the world. 
Distress can be a feature of the process of personal change, which not 
infrequently engenders a sensation of fear. Changes to the sense of who self is can 
create fear because they serve to challenge one's sense of personality and self- 
perception. This mastery of the sense of self was termed by Maslow, (1954) as 
'self-actualisation'. The concept relates to ideas of satisfaction with the self, and 
consists of characteristics, which can be either broadly positive or negative. 
The positive features include the creation of a sense of self-worth, which 
usually commences early in life. The emerging self worth requires a positive 
acceptance by significant carers, which if not given, can increase emotional 
vulnerability later in life. Positive validation early in life predisposes an individual to 
meet later distresses in a more constructive and less emotionally self- destructive 
manner. Positive experiences of anxiety management in the past can transform 
later anxious situations into potential points of psychological growth, given the 
correct support. As Watkins noted; 
'Most of us accumulate some distress as we grow up and older. This 
distress is held in the body-mind and we acquire various strategies to defend 
ourselves against it in an attempt to prevent it surfacing into awareness and 
overwhelming us"(2001: 7) 
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In situations where self-perception and image has been subjected to 
trauma, negative consequences can ensue. To cope with the internalised distress 
of that trauma the individual may utilize certain more self-destructive behaviours 
designed to inhibit pain. These can include the use of alcohol, and other addictive 
chemical substances. Some distressing feelings are deeply internalised especially 
in women, (Babiker & Arnold 1997, Herman 1992). Such feelings may result in 
extreme negativity, sell-hatred and emotional pain. To release positive feelings of 
self-esteem as they see them, self-injurious acts may be utilised by women. Self- 
actualisation, in the accepted sense of the word cannot be a result, but the recall of 
pain in this way brings back to women who self-injure a sense of self, however 
painful and unacceptable to society that act may be. For these women it is a 
satisfactory, if potentially dangerous result. These more negative behaviours can 
effect isolation from other individuals who may offer empathy and support. It is hard 
to understand that the 'crimson tears of blood', in the quote from Anne at the 
commencement of the chapter are the means the individual has to express such 
deep feelings of inner distress at that time. Professionals and families alike might 
recoil from offering support to many like Anne. Hence, individual distress remains 
contained in the persons' body/mind rather than being contained in a wider circle of 
support. Such support could lessen the force and intensity of individual distress. 
The strengthening of the sense of self might be weakened by sacrificing the 
meeting of personal internal needs in favour of those around who make emotional 
demands. If the self as strong and independent is constantly negated in favour of 
meeting the needs of others, then the validation of 'others' needs can take a higher 
precedence over self. For the woman this could start with the experience of 
childbirth and continue throughout her life irrespective of her personal needs, 
failings or insecurity from her own past. 
The biological role of childbearing creates blurring of boundaries between 
the mother and foetus/child. The boundaries remain blurred post delivery, both in 
relation to the child and in maintaining or creating new family boundaries. Women's 
bodies both in a physical and conceptual embodied sense have more fluidity than 
men's do. Following childbirth, the mother's body is no longer her own property; 
someone else has a prior claim on emotions, with the provision of physical and 
psychological security. Whilst external factors influence the boundaries between the 
self and others, there are internal emotional factors, that by definition, are not 
constant and past incidents affect the present, traumas included. The mind has to 
49 
absorb these new experiences and provide an integrative stability between mind 
and body. 
Throughout life, the body exercises a variety of functions that are physical, 
behavioural, and emotional. These various functions can be exercised 
subconsciously and mostly in an ordered manner. Although the body functions 
according to accepted laws of biology, physics, and chemistry, reductionist 
arguments of physical science alone do not explain the totality of body function. 
Toates (2001) argues against a reductionist viewpoint that all processes, including 
complex behavioural, psychological, and possibly cognitive processes, are reduced 
to a matter of cellular function alone. Body and mind in the ideal state have a 
synchronicity, a state where one works alongside the other to maintain optimum 
function and harmony. 
However, if what is termed "mind" were taken as the basis for all 
behavioural action, it would be equally impossible to say that mind functions 
independently of biology and biological processes. The human mind can function as 
an integrating mechanism. It can reconcile physical and emotional dichotomies so 
that tensions are not overwhelming. Mind is essential in bringing together biological 
responses and matching them with personal perceptions of the body to provide 
some harmony. However, such a fluid sense of harmony is easily destabilised and 
can produce further dilemmas. These dilemmas can create such a degree of 
uncertainty in the individual that for some people the only way to integrate the body 
and the psychological feeling 'person' is to make the former experience the pain of 
the [after. For them, hurting the body in some way appears to ease the 'pain' of the 
mind. 
Hurting the body in a way that produces a physical scar, is important 
suggests Ifill, (2001), who comments that the visibility of the scar reminds her of her 
suffering and reminds others that she has suffered pain. The skin of the woman 
bears the marks of distress. Stoppard, (1997) suggests that experts uview" women 
from particular epidemiological standpoints. Often the medical approach has a 
tendency towards seeing the body only as physical entity and that that is 
responsible for women's distress. Stoppard proposes that women make links that 
are more cogent on the relationship of body and mind; an area she suggests is 
under researched. Views on their own health concerns and traumas may, she 
suggests, stem back to fears of an actual abandonment in their childhood. 
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Jones and Daniels, (1996) propose that abandonment or emotional aloofness by 
the mother could predispose to self-injurious behaviour, and suggest it is a feature 
of humans and monkeys alike. They found that primates when isolated or not 
allowed to participate fully with the rest of a social group uniformly displayed self- 
aggression. Primates and humans may share this need for social grouping/binding, 
which if absent can result in self-Injurious or self-comforting of the body. Possibly 
those who experience abuse, or who are abandoned by the family, or perceive the 
family as a distant group, may be demonstrating something of these behavioural 
principles. 
Waites (1993) who linked the acquisition of a positive self and body image 
to early socialization suggested a psychosocial understanding of the body and 
embodiment. Waites suggested that girl children in particular, have to learn early on 
that they must; "channel their physical impulses into socially appropriate habits" 
(P. 47). When a woman experiences early abuse, particularly of a sexual nature, 
then engrained, internalised and negative images of her body are confirmed by the 
experiences of adult life. The resultant fear of her ubody" being out of control and 
one with which she has to battle, might be transformed into self-injurious and other 
behaviours early on in life. These acts can either be those designed to control body 
size (eating disorders) or let out inner badness (self-injurious behaviour). Whilst it 
might be responsible to assume that self-injurious behaviour is an immediate 
indicator of psychological instability, it is a mistaken assumption that self-injury is 
inevitably an indication of mental illness. Or alternatively, that it is erroneously 
assumed a suicidal gesture. 
4.2 Understandinq the body 
The relationship of mind to body is a complex set of interrelationships, which 
include perceptual frameworks concerning body image, body function and 
philosophical understandings of components that constitute the human form. Pain 
and trauma referred to in the previous section can disrupt this balance. The body as 
an object of study particularly in sociology has a chequered history. At the end of 
the twentieth century, tensions and contradictions featured in the thinking 
concerning an individuals' relationship with their body. Ambiguities about body and 
body fluids featured in popular and other narrative aspects of social control of the 
body in society, (Weitz, 1998; Ussher, 1997). 
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In the development of classical sociology, the body was, according to 
Schilling (1996), something of an absent presence. It was seen as the province of 
another discipline. Thus, the emphasis was rather on society as a structural entity, 
and the development of a corporate whole rather than the focus on the individual 
physical body, and its place in society. The individual was only a part of continuing 
changes that constantly occur to the "body" of society as a whole. Alongside this 
idea, was a concentration on the development of critical thought in the discipline. As 
Schilling (1996) notes, sociology, in taking in taking its lead from Durkheim in 
particular, could then develop a critical body of thought without the body concept 
'polluting' the thought process. Hence, she observes; 
"it was the open and empty mind of the professional sociologist, rid of body 
impurities such as emotional prejudices that was able to apprehend the reality of 
social facts" (P. 26). 
In the 1960's the rise of feminism (second wave), presented a challenge to 
classical sociology as it then existed. The critique of patriarchy by radical and other 
feminists at the time was concerned with discussions around the rights of women to 
control their own bodies. Bodies, they argued, had long been oppressed in terms of 
sexuality, (Rich, 1980), reproduction, (Oakley 1984, Martin 1989), and mental 
health (Miles 1988). With the subdivision of medical sociology, and the inevitable 
rise of social and clinical psychology, there was a further emphasis placed on the 
value of the youthful body in an ageing society. 
Concern with the study of medical sociology led to an examination of the 
function of ageing on youthful bodies and the increasing demands that would be 
made on a society by increasing numbers of those who were older and possibly, it 
was perceived, less healthy. Alongside this, the increasing 'body of knowledge' 
that the patient, now a consumer, brought to encounters with medical practitioners, 
began to change the nature of this previously paternalistic model of Dr/patient 
relationships. Hughes, (2000), alludes interestingly to the fact that paternalistic 
empirically objective ways of working were being eroded by the challenge of 'the 
expert patient'. This coincided with the acknowledgement that a more holistic 
approach to medical care and practice was needed, one which was not linked 
directly to the notion of a "curing of' all ailments, both physical and psychological, 
and which might include alternative medicine (Saks, 1995). 
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The delivery of mental health services remains largely one where disease 
control is pre-eminent rather than a move towards to more broad-based, holistic 
approaches, which ensures service user wishes are at the forefront. The problem is 
complicated by a move to a health-promoting model. This places the responsibility 
for bodily health purely on the individual. The individual should possess a healthy 
well-controlled body, which functions in harmony with the psyche. Embodiment is 
seen as self-mastery of all components including emotion. This presents difficulties 
in understanding the role of abuse and other factors, which results in a dis- 
integrated whole. The sense of a secure self is dependant on positive learning 
experiences acquired early in life. Later security of self and self-image depends on 
these positive early experiences to develop confidence and self-belief. 
In women who are self-injurious, Carroll, et a[ (1981), suggest that early 
parental deprivation, threats of or actual abuse tend to produce in children a 
predisposition to replicate patterns of adult aggressive and critical behaviours. 
These are internalised by the child, and the authors suggest that later in adult life 
they become highly self-critical. The early contribution of Carroll et al (1981) to the 
debate on self-injury suggests strongly that the disruption of the early developing 
sense of ego integrity (see glossary), leads to anxiety. In later life, this disintegration 
can threaten to engulf the individual. It appears to be lessened by acts of self-injury. 
The writers also suggest that a lack of maternal handling in childhood may be a 
factor for self-injurious behaviour, and possibly accounts for the sense of calm that 
that self-injury produces. It could be that self-injury gives a sense of bodily contact 
absent in childhood as Carroll et al (1981) noted; 
"Typically self-mutilation is followed by a sense of calmness, relief and 
decreased tension, and this may provide a re-integration, of ego defences, an 
alternative view is suggested by the reported lack of maternal handling in self- 
mutflators ead childhood" ( P. 159). y 
Favazza (1989) offers another explanation in suggesting that there is some 
credence to the view that integration of feelings and a return to a sense of bodily 
control is attained by mutilation. However, he suggests that such a link is a weak 
one, except where factors associated with learning disabilities are a feature, e. g. 
Tourettes Syndrome or Lesch Nyhan syndrome. The sense of feeling "high" he 
suggests is the result of natural endorphins in the brain being released, causing a 
degree of euphoria (see glossary) and a desire to repeat the act. 
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Reducing the endorphin levels by giving an antagonist (see glossary) has not 
according to Favazza, convincingly reduced the level of self-injury. This may 
suggest a lack of credibility to supporters of the addiction view. 
Winchel and Starkey (1991) came to a similar conclusion concerning the 
bodily response to painful stimuli. They concluded there was limited evidence that 
neither opioid endorphins nor Dopamine based neurotransmitter alterations 
adequately accounted for bodily mutilation. However, they suggested a further 
investigation concerning whether the use of Selective Serotonin Reuptake 
Inhibitors, (SSRI's) would have any potential benefit. The use of SSRI's with self- 
injurious behaviour remains disputed. Winchel and Starkey, (1991) accede to the 
view that early abuse is likely to be a cardinal feature of body dysphoria(see 
glossary) itself associated with self-injury, and the successful use of anti- 
depressants may be an indicator of depression being present, rather than having 
direct effects on self-injury as a result of body dissatisfaction. 
4.3 Historical developments in the understandinq of Embodiment 
Grosz, (1994) elaborated the body/mind dual utilising the term "Volatile 
Bodies". The writer suggests that the grounds for the body being understood in 
such negative terms springs not directly from Descartes' dualistic viewpoint, but 
from earlier Greek philosophy. Greek philosophy being literally patriarchal in that 
(pre-eminently intellectual) power resided in the male ability to reason. The 
superiority of reason over body prowess suggested a split between body and mind. 
This, Grosz suggests led to somatophobia (see glossary); which she further 
develops and describes the body as; 
"a source of interference in and a danger to the operations of reason.... the body in 
Greek philosophy is a betrayal of and a prison for the soul, reason or the mind" 
(P. 5). 
Early Christianity in inheriting both Greek as well as Jewish philosophies of 
the body rapidly reinforced the understanding that the body is the source of evil 
(carnal) desires. The body is a source of sin. Jewish thinking directly ascribes the 
"fall of man" to a woman leading him away from his God (male) and into sinful wiles 
associated with the female body. The church of the middle and subsequent ages, 
continued to reinforce negative ideas concerning the body. The body takes 
punishment for the soul. The body has to be beaten to bring both it, and the soul, to 
a state of reformed grace. Grosz proceeds to expand historical thinking concerning 
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the body in noting that in the 18th century Locke suggested that the body (? male) 
was a wonderful machine, reflecting God's glory. As a machine with the God-given 
power of reason, it could make choices. However, thought is the ultimate human 
(male) development, the body remains, especially for women, a passive vessel. 
Women's bodies were viewed as inferior by virtue of childbearing and lacked 
strength not defined in a muscular/ physical sense. Childbearing affected women's 
abilities to reason and ergo they were inferior to men and came to be seen as "the 
other". Men, in contrast defined in terms of their roles in society and life in general. 
Grosz suggests that even Spinoza, whose more integrative philosophy/model of the 
body, still considered the body as a battleground, over which mind and physical 
functions battle to attain some synchronicity. 
The feminist argument against such a view, that women possessed inferior 
bodies purely as the result of childbearing and menstruation, was centred on the 
premise that mind and body in synchronicity represent a total corporality in a way, 
which dualistic views cannot attain. Grosz continues; 'Because of particular 
biological, physiological and endocrinological transformations women are somehow 
more corporeal and more natural than men" (P. 14). Women's purely biological 
bodily role cannot be spilt from their mind because of the unique reproductive role 
they bear. 
The feminist's challenge to historical understandings of the body are categorised in 
three groupings suggests Grosz: 
i) Egalitarianism-women's bodies are special and what needs to change 
are patriarchal approaches, which use these properties as an 
opportunity to practice exclusion. 
ii) Social Construct- processes that Grosz termed equalization/ 
neutralization, (P. 17). Here the emphasis is on changing the societal 
processes and the organization, especially work related, so that women 
are not discriminated against, by virtue of their unique biological status. 
In other words, transform the ideology not the epistemology of female 
bodies. 
iii) Sexual Difference- The body is not a neutral "thing" onto which 
characteristics or meanings are written. The body is a fundamental part 
of many processes of ascribing gender difference and sexual behaviour. 
Male and female bodies do have differences and these cannot be 
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explained away easily. What is of concern is how the body functions and 
participates in the societal group, of which it is a part at that point in time. 
Finally Weitz, (1998), (alluding to the "backlash" suggested by Susan Faludi 
[1992] and later sadly somewhat rejected), suggests that women in the 1990's 
faced battles from women as well as men to return to more traditional ideas 
concerning their bodies. She suggests these ideas are not the "old" pre-feminist 
ideas but they now take new forms including, 
i) Increasing pressures to control body shape. 
Normality of bodies is maintained by the use of medication designed to 
maintain unjustifiablelmedically indicated physiological youthfulness. 
Foetal rights movement may backlash against woman's control of 
reproduction. 
It is the very fact of control, or a lack of it, that literature on self-injurious and 
other behaviours consistently suggests may lead women to cut in order to feel or 
re-establish control and understand what is happening to their body. The guilt, 
which they experience, is a result of what has happened to their embodied selves in 
the past. This guilt may have links to, or share some, properties of shame. 
4.4 Shame and the body. 
Shame is a constant personal feeling exhibited by many who are self- 
injurious. The practice of self-injurious behaviour to either regain a sense of bodily 
control or minimize anxiety concerning the body implies women may experience 
their body as something about which they should feel failure or shame. Shame is a 
complex construct and brevity is needed, and much of the literature on it falls 
outside the range of the literature review for this thesis. Kaufmann, (1993) defined 
shame as; Othe affect [feeling] of infendrity" (P. 17). As such, shame had a sense of 
being an'internalised torment', (P. 17), which he suggests can be a part of the 
psyche of the individual who is self-injurious. 
The display of shame to others is a reflection of deep inward feelings of failure and 
feeling devalued when matched against others. There are associated feelings of 
self-consciousness, embarrassment, guilt, and shyness. Because of the inward 
56 
sense of shame, individuals can feel less able to express themselves clearly, but at 
the same time are hypersensitive to the responses of others. 
Gilbert and Miles (2002) comment that; 
uThe experience of shame can be focussed on many characteristics of the 
self, such as feeling ashamed of emotions.... behaviours... perceived personality 
traits or even states of mind. When people experience their physical bodies, as in 
some way unattractive, undesirable and a sense of a "shamed self" they are at risk 
of psychological distress and disorders" (P. 3). 
The nature of shame is a good deal more complex than might at first be 
imagined, but common features of all the components of shame are features which 
to a greater or lesser degree, public or not are evident in self-injurious women who 
may have been victims of abuse. Briere and Gill (1998) offer another suggestion. 
They suggest that some self-injurious behaviour is specifically produced to disfigure 
the self. From that, one might infer the individual has a sense of shame, which is 
expressed by revenge on the body. Briere and Gill, describe self-injurious 
behaviour as an epiphenomenon (see glossary) of shame. Such behaviours need 
to be understood and managed sympathetically and in a way that enhances self- 
esteem and coping, rather than further diminish self-esteem. If self-injurious 
behaviour is not afforded a sympathetic response, levels of shame can be raised 
and successful treatment of the associated shame becomes problematic. 
What is needed, both with women who self-injure and those who do not is 
what Gilbert and Miles have termed having a sense of "safeness" to deal with the 
destructive nature of shame. Hence, because people carry a sense of shame about 
themselves they will act in ways to protect themselves before they are hurt. When 
the internal guard is broken down, or cannot be established in time to defend 
against severe threat, it is possible that self-injurious behaviour acts as an advance, 
and possibly false protection feature, to guard against further actual external threat. 
Alternatively, it can hold back overwhelming internally based emotional threats. In 
this latter case, the threat is manifested to others on carved skin. The individual 
may feel, probably mistakenly, that this might be a way of re-dressing/reliving 
intrinsic pain enclosed by skin. 
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4.5 The value of the skin. 
Skin is one of the largest organs in the human body. The skin's surface 
maintains a sense of containment of the "internal self' from the rest of the world. It 
serves a purpose of containing all the other organs, and it helps to keep bacterial 
infection from entering vital organs when it is intact. It is a multi-layered organ, but 
one that is relatively uncomplicated anatomically speaking. Skin has both 
physiological and emotional qualities that help in the process of discerning both 
physical touch and acts psychosocially as a receptor of emotional and social 
boundaries. Skin receptors tell us when we "have touched another". Illicit or open 
contact with another person may signal the start of a relationship that may be erotic 
or platonic. 
Physical skin "contains" both physical matter and complex emotions. Skin 
can incite emotions of desire, abhorrence or sexual expression. When skin is 
"sliced" for transplants, it can be grafted to other areas of the body and regenerated 
to cover and contain horrendous injury. However, skin is much more complex and 
even more multi-layered when considered in relation to embodiment. Just as a 
person's ethnicity can be superficially ascertained from pigmentation, so too the 
state of mind of the woman who utilises self-injurious behaviour is judged. 
Decisions are made possibly with some justification, on her mental stability and, 
where such judgements are made in unprofessional and uncaring ways, self-injury 
is likely to escalate (Favazza, 1996). For many who self-injure, the sight of blood 
flowing acts as a reassuring reminder of the presence of life (Favazza, 1996). What 
then is the significance, biopsychosocially of breaking open the integrity of the skin, 
bearing in mind that skin/body integrity can be linked to behaving appropriately or 
morally and appropriately contained at all times? 
Anzieu (1989) offered an extensive psychoanalytic and epistemological 
analysis concerning the nature and purpose of skin as both physiological reality and 
as a metaphor in the analysis of the psyche. He introduced the idea of skins as 
boundaries of containment, but also extensively analyses the role of skin in 
communication. He outlined this in terms of the skin's ability to decipher messages, 
prioritise, process messages of danger and pleasure, and act appropriately. He 
asserted that the skin is, in a sense, paradoxical; 
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"The skin is permeable and impermeable, superficial and profound, truthful and 
misleading. It is regenerative, but caught up in a continual process of desiccation.... 
It gives us pain and pleasure in equal parts" (P. 17). 
In his chapter concerning "The Notion of a Skin Ego", Anzieu (1989) 
suggests that early on in the ego development the skin, as a contact between infant 
and mother, is a highly charged emotional experience. In highly gendered language 
reflecting patriarchal views on the role of parenting, Anzieu does make a valid point 
in describing the tactile pleasure, the child shares; 
"Whilst the baby is being fed and cared for, it has a third experience which is 
connected with the other two: it is held in the mother's arms and pressed up against 
her body, whose warmth, smell and movements it feels, it is picked up, 
manipulated, rubbed, washed and caressed, all this usually amidst a flood of words 
and humming"(P. 36). 
In the establishment of distance as a part of maturifty, skin serves as 
a transitional object of affection. The tactile contact is lessened or even lost and 
replaced by intermittent and much less intimate touch experiences. With that loss, 
a sense of psychic panic and loss can occur. The skin early on in an infant's life 
serves to contain feelings acquired from maternal and other's touches and 
sensations. Where these are made less pleasurable, Anzieu suggests they can 
have profound psychological repercussions. 
The nature and purpose of early touching is for Anzieu a psychoanalytic and 
it might be said, an exercise in mother blaming if positive and correct messages fail 
to be appropriately transmitted to the child. Likewise, the child in Anzieu's Freudian 
psychoanalytic theory becomes aware from an early age of the erogenous nature of 
skin and of pleasure as well as pain. Positive experiences lead to the development 
of Anzieu's notion of a healthy skin ego. Later on in life, (even the child's life), if the 
early skin-ego experience was altered, by for example, sexual abuse, the causing 
of pain by defacing or cutting the physical skin can allow painful feelings through to 
the external inscriptive surface to release pain. The potential for linkage between 
the invasion of skin ego in abuse and the later warm feeling which can result from 
cutting might be masochistic because of its link with an albeit unwanted erotic 
threat, and the personal response of the woman. For many feminists this 
epistemological explanation is unacceptable. In this respect, the comments of 
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Harrison (1995), a woman who in the past used self-injurious behaviours are 
pertinent though she makes little reference to Anzieu; 
"If the 'skin-self"has been traumatized it becomes fragile without a structure 
to sustain a solid sense of being in the world. So a person is maybe unable to react 
to difficulties by removing themselves from them.... they are unable to perceive 
external danger until it makes a painful impact ... So perhaps through repeated self- 
injur)ý not only scar tissue is increased, but also the psychological boundaries 
between the inner and outer world" (P. 56). 
This notion of opening up the inner and outer worlds was further developed 
by Gardiner, (2002) who stated that; "The opening up of the skin is explicit opening 
up of the boundary of the body, and an implicit opening up of the self" (P. 35). 
Similarly Gardner suggests a meaning for when the skin is physically attacked, or 
the emotional, psychological and embodied self is itself attacked; "when the skin is 
ruptured through an attack the wound becomes the route of remembrance" (p. 35). 
The vehicle of remembrance is not infrequently blood flow. 
4.6 Blood 
When skin is cut and vessels are severed, fluid is released. For self- 
injurious women release is associated with either emotive release or complete 
suppression of affect. Further, where the woman has an experience of trauma the 
shedding of blood could be likened to the release of the "other", the one who was 
the victim. For females in general, blood has a powerful symbolic meaning 
throughout life. When an individual sheds her blood as an act relating to her 
emotions, it may be impossible for it to be seen positively, when those around make 
different interpretation. This situation holds true in relation to 'small' amounts of 
blood release as much as in more 'major' episodes of bleeding. Blood serves to 
maintain life, and excessive loss if untreated can lead to death. Life forces 
associated with blood are said by some self-injurious women to produce feelings of 
warmth, which make them feel better about themselves and alive (Harrison (1995). 
For self-injurious women like Anne, blood tears have more reality than ordinary 
tears. Blood is powerful not just for women however; it has powerful cross-cultural 
and gender symbolism. Titmuss, in his groundbreaking study of blood (transfusions) 
as a gift relationship, stated that; 
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"The history of every people assigns to blood a unique importance. Folklore, 
religion, and the history of dreams of perpetual youthfulness- of rejuvenation 
through "new blood" are filled with such examples" (1970: 15). 
In the Judaeo-Christian tradition, blood had powerful significance. Hence in 
the Old Testament in Deuteronomy 12: 23 there is an injunction to eat blood free 
meat, blood which represents life is offered back to God. The New Testament 
contains an example of where wine was symbolically drunk as blood and was 
offered by Jesus to others to drink in remembrance that He was about to suffer a 
penitential death, (Matt 26.27). The latter Christian interpretation, according to 
Titmuss, follows from traditions of bathing in blood (Egyptians), and Greeks and 
Romans who drank blood for youthfulness. The Romans additionally valued the 
blood if it came from dead gladiators, as it was thought to be imbued with strength 
enhancing properties. Furthermore, Titmuss noted that whole peoples could be 
symbolically defined in blood terms. Titmuss cites the example of Nazi insistence 
on the pure Aryan blood. Feuds are described as blood feuds, and close relatives 
are defined as "blood brothers", (there is a distinct lack of the female in these 
analogies however). Through many traditions, the retention of blood was associated 
with the release of demons and evil powers. Transfusions, Titmuss points out were 
given to stop the ageing processes, but purging was performed to 'cure' mental 
illness. 
4.7 Menstrual blood and female madness. 
One of the earliest papers to discuss the symbolic meaning of self-injurious 
behaviour was that of Rosenthal et al, (1972). Their study, which replicated earlier 
discussions on the frequency of cutting in psychiatric wards especially in the USA, 
noted the high correlation between wrist cutting and menstrual cycles of women. In 
this study, high numbers of women had experienced either major traumatic surgery 
before the age of 18, or bad accidents early in life. Most also experienced very 
negative reactions to the onset of menarche. They also concluded that cutting to 
regain control over situations or feelings was a prime motivation to mutilate. There 
is they suggest, a link between the early experiences of possible "blood trauma" 
and subsequent self-injurious behaviour. Menarche was for this group an additional 
trauma. 
Keeping the menstrual "flow" going -was deemed essential for female mental 
and physical health in all social classes, as it was a sign of fertility and reproduction. 
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Shuttleworth (1990) produced an interesting interpretation of the sociological 
significance of menstruation. She commented that wealthy middle and upper 
classes "languished" through their menstruation, consuming the products of working 
class women who laboured through their bleeding. Their hormonal cycles 
subjugated to the demands of production cycles. Women who became umad" in the 
wealthy upper classes might well have been "bled" to restore balance to their 
mental health, and treated in private "hospitals". The less fortunate poor were 
chained or condemned to the workhouse. 
Similarly, in the history of Christianity and early medical practice, the 
woman's body was thought to be vulnerable when blood and other fluids stagnated 
in the uterus. In the seventeenth and later centuries, this stagnation was seen as a 
source of mental instability, a situation unique to women. According to Birke 
(1999), a woman suffered continued problems resulting from; 'Suffocation of the 
womb when blood passed too rapidly to the brain either from the womb or vice 
versa'(P. 32). 
Menarche signifies changes in childbearing states and the sexual role. Some 
women might experience this as loss of control, or in the case of 'abuse survivors' 
further loss of control. Blood at this life-stage is a potent symbol of sexual maturity. 
Strong (1999) suggests that whilst both men and women confront their body image 
in pubescence, it is a harder task for young women. 
Strong (1999) observed; 
"social and cultural pressure - leads teenage ghis to define their bodies by 
their attractiveness, while boys define theirs by strength and function-and it is easy 
to understand what perilous passage puberty can be for young women. In fact it is 
puberty that first introduces bleeding and body fat into a ghl's life, two very powerful 
symbols of the loss of control over her body" (P. 125) 
The way women are defined by their bodies is different from the experience 
of men. Women and men do not only have different biological roles to fulfil but they 
make different self-appraisals of the functioning of their body. Such appraisals are 
complex and not easily explained purely in terms of psychological adjustment or as 
rites of passage. Sexual attractiveness can reflect biological suitability for 
childbearing. Attraction can be an ambiguous identity for a woman to hold. It could 
be argued that heterosexual women have to balance constantly their view of their 
sexual attractiveness to men with the consequences of any pregnancy, which might 
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alter such an internal self-appraisal. Pregnancy might make a woman feel less 
"attractive" to others whether in reality or perception (body image). Blood, as a body 
fluid has wide religious and philosophical interpretations for both sexes. Woman's 
blood, however, has more significance. In the current, largely Christian/Euro centric 
tradition, free-flowing blood is imbued with the means of life maintenance. Female 
fluids symbolically threatened the stability of boundaries between the social and the 
individual. At one time, menstrual blood was thought of as being imbued with 
unique qualities. This in many senses is true. However, when blood was taken out 
of the profane areas of daily life and into sacred areas, it was viewed as 
contaminatory. 
Certain traditions continue to uphold this belief. Menstrual and birth blood 
loss has been held to have connotations of defilement which lead to temporary 
exclusion from religious practice. For the Jewish woman the birth of a female child 
leads to longer exclusion from religious practice than the birth of a male child; 
"During this time, the woman is ritually unclean and defiles anything she 
touches. 'The woman shall wait for thirty-three days [66 for a gill child] because her 
blood requires purification, she shall touch nothing that is holy, and shall not enter 
the sanctuary till her days of purification are completed" (Leviticus 12: 4). 
A different religious tradition can produce similar consequences and Roald (2001) 
in citing research for her work on women in Islam, noted that, in certain Islamic 
schools, menstruation exempts women from religious observance because of 
associated instability of mood. 
4.8 Releasinq blood a ritual for sanitv? 
In general, when non-menstrual blood is released outside the body it is 
messy, it can cause distress, and if lost in a sufficient quantity leads to death. One 
of the women interviewed for the study in this thesis commented that for her the 
end stage of cutting was the soothing effect it had on her. For her to gain a fully 
soothing experience the ritual before cutting and cleaning up post-cuffing was a part 
of her ritual of self-injury. Preparing to "cut up" and mending the body afterwards 
were powerful parts of the act. The final part possibly signifying that the 
precipitating incident had passed. The internal messiness made public had been 
cleared away. In those who are self-injurious, acts of inscription on the body 
become pictures of raw feeling? Rawness reflects the rawness of abuse on abused 
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women. It is as if a healing ritual is needed to overcome the effects of abuse, 
especially sexual abuse. 
Using the notion of a ritual in its symbolic and possibly even "religious" 
sense of understanding might suggest a somewhat tenuous link with blood tradition 
described in the previous section. However, ritualised behaviour can also be a 
means of protection from an actual or perceived greater threat for some women. 
For the purposes of this thesis, ritual blood release refers to the symbolism 
associated with an act, rather than the ritualistic behaviour associated with 
psychiatric illness or those with severe learning disabilities. 
Himber, (1994) described a study which asked participants to describe their 
experience of cutting and referred to the centrality of blood and the act of cutting. 
She reports what constituted a "good cut" for the women. For one of her 
respondents, cutting had to continue until a good flow was established. Once this 
point had been reached, they applied pressure and a bandage to stop the flow. If 
the cut was too severe then the sense of completion was lost and fear became the 
most powerful feeling. Similarly, Kaplan (1991) makes reference to the "fierce 
attachments" that young "fine cutters" often have with their implements. These are 
jealously guarded and described as; "tender hurting care-givers, that have the 
power to comfort, soothe and bring relief of bodily tension" (P. 383). 
The ritualization of cutting brings a sense of relief from suffering. This might 
be compared to the relief associated with expiatory religious experiences. Faye 
(1995) suggests that such behaviour has characteristics associated with addiction, 
one of which behaviours is the need for privacy, secrecy and the building up of 
cycles which include how and when the next "fix" will take place. This view might be 
offensive to a self-injurious woman for whom cutting is a break from an addiction to 
pain. However, it is an interesting addition to thinking on cutting ritual. 
Collins, (1996) contributes to the understanding of self-injurious behaviour in 
suggesting that attacks on the body are not, _as often 
is assumed and suggested in 
some surveyed literature, acts of a masochistic nature, they are in reality acts of 
sadism. The reasoning is that most people who self-injure feel relief of pain or 
tension and few ever the satisfaction of inflicting pain on the self. Collins returns to 
the notion of attacking the body as uthe other"; "as if they were not hee (P. 466). She 
reports one client as cuffing with the belief that her abuser would suffer the same 
pain, as she was self-inflicting; it was a ritual of attacking an internalised abuser 
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(P. 467). There is certainly for Collins a strong element of symbolic communication 
in cutting. Indeed Favazza (1998) reports the case of a woman who had been 
raped, and had her body pierced who said, 
"My body was taken by another and without my consent. Now by this ritual 
of piercing, / claim my body back as my own. / heal my own wounds", (P261). 
Clearly, piercing and cutting differ, usually by degree, but they both share symbolic 
inscriptive purposes as self-directed acts. 
4.9 Summary. 
This chapter has attempted to summarise pertinent literature on a variety of 
issues dealing with the nature of bodies, blood, skin and the relating of the personal 
body to the wider world. It has explored briefly the relationship of body to life and 
the idea of embodied existence. It is recognised that this is but a selection from a 
much larger body of literature. As such, literature has been restricted to that felt 
most appropriate to the study. Much was excluded as it largely related to 
epidemiology and treatment protocols, and was not the priority of this thesis. There 
is a relative paucity of literature, which appraises this phenomenon in non- 
medical/psychiatric treatment approaches. 
The chapter has directly and indirectly addressed some of the issues 
of women's relationships with their bodies post abuse and the separation of the 
internal self from that body. To bring the two back together requires an act of 
communication. Unexpressed pain needs a source of appropriate expression, an 
internal voice. Maybe self-injurious behaviour can be described as; "the voice on 
the skin" (McLane, 1996). The purpose of the behaviour is to verbalise past trauma 
until a vocal language is present. Sometimes, this vocalisation is made to 
professionals, in this case nurses, and the communications and dilemmas form the 
content of the next chapter. Sometimes uvocalisation" is absent and only the 
symbol and possibly the ritual associated with it is present (the cut). McLane's 
words provide a summary on acts of cutting; 
"she makes a "voice'"which more than vibrates in her own throat, it vibrates 
upon her skin, her vety flesh. This bodily uvoice" is not language itself, but it is a 
possible precondition for language where violently enforced silence is the rule" 
(1996: 117). 
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Chapter Five: Dilemmas of Care: Complexities of Nurses, Women, and Care 
5.1 Introduction. 
"The French have a saying about people who self-injure; they are people that are 
uncomfortable in their skin" (Anne) 
Acts of self-injury can present dilemmas for self-injurious women. Similarly, 
those who live and work with self-injurious women are directly affected by the 
consequences of those acts and have a variety of reactions to the women 
concerned. Anne, who took part in the study, suggested that nurses and other 
professions created further emotional difficulties for women like her by adding the 
descriptor 'deliberate'. Using such a descriptor can carry overt and covert negative 
associations. In addition to other professional carer relationships, using 'deliberate' 
somehow serves to emphasise complexities in professional care relationships. 
There is the potential for conflict in negotiations between the two groups. Nurses 
and some other professionals may interpret acts as deliberate and are in positions 
of power, whilst the women define themselves as having 'emotional needs' Self- 
injurious behaviour comes to represent a challenge to the power base of care 
groups, and can breach assumed channels of communication. Such difficulties 
indicate a need to explore some potential approaches to self-injury (cutting). 
In this complexity of relationships, both sides have what they perceive as 
unique and complex languages. Similarly, both "sides" perceive themselves as 
"experts". Nurses, because of their socialization into nursing, have a tendency to 
see themselves as "experts", but their expertise may not match either experience or 
insight, Pembroke (1994). The field notes of the researcher recorded some 
"annoyance" with a nurse participant who described herself as a "communication 
expert working with self-harm". Rather than acknowledge her feelings of 
desperation regarding poor levels of care she had experienced being delivered by 
some of her colleagues, she chose to refer to colleagues in the third person. There 
was, it appeared, a reluctance to criticise poor communication and practice. 
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Likewise, at a similar stage in the study, an 'expert by experience' voiced 
the opinion that students were more able to talk with them meaningfully. Once they 
had qualified, she felt their caring was "professional ized out of them", (field note A 
Page 11). As such, this might be experienced as a rebuke by women for whom self- 
esteem is very dependant on acceptance. The comment reflected dissatisfaction 
with the way in which therapeutic emotional care was delivered. The women's 
needs as self-injurious individuals appeared secondary to "professional need" to 
eradicate behaviour, based on emotional distress. Challenging "clinical" 
relationships with women who are self-injurious regularly raises anxiety levels on 
both sides. The whole question of such complex clinical work and consequent 
professional anxiety is a theme that has emerged previously in nursing. The chapter 
attempts to survey some relevant literature, relevance being determined by issues 
raised in preliminary interviews. 
5.2 Anxieties of carinq practice. 
Menzies, (1970) in an influential study on nursing anxiety (not specifically 
self-injurious behaviour), suggested that, even as students, nurses "distance 
themselves" from their patients to cope with the anxiety of caring. As students, they 
are protected from excessive anxiety by the transitory nature of placement patterns. 
In "moving on" all the time, students need not face their own internal "dis-ease", but 
can project some of their own feelings of anxiety onto patients and colleagues. 
Menzies noted; 
"The work situation raises very strong and mixed feelings in the nurse, pity, 
compassion, love, guilt and anxiety, hatred and resentment of the patients who 
caused these strong feelings, and envy of the care given to them" (1970: 5) 
Menzies suggested, (and history has proved her correct), that care remains 
organised into rituals, which avoid face-to-face contacts. Further distancing 
characteristics emerged in nurses when the recipients of their care acquired 
illnesses which additionally required more emotionally complex interventions. 
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The history of psychiatric caring suggests that, initially, professional carers 
did not perform caring roles. Rather, men and women with minimal levels of 
education, contained the behaviours of the residents. Where women did undertake 
care, it was assumed natural by virtue of their gender. This fact did not appear to 
lessen anxiety in these women. History informs us that this care was just as 
ritualised and emotionally distant as male attendants undertaking the same role. 
Distancing of "carers" from "cared for" remained until the 1960's. This approach 
reached a pinnacle in the asylums in the 1950's. At this time, many asylums were 
modelled on the armed forces in the sense of rigid organisation and total 
institutionalisation. The psychiatric system was based on a hierarchy, with the 
patients at the bottom of that hierarchy, Jones (1993). Many self-injurious women 
were part of that system with consequences for their emotional survival. As such, 
Menzies' theory has credibility, especially in the non-negotiation of care routines 
and practices that occurred. Care was in a sense "handed down" in what might be 
argued is a patriarchal approach. Such an approach is replicated in emergent early 
nursing theories and understandings of human caring which provided a model to 
work from, Meleis(2005). 
5.3 Woman-centred or patriarchal care? 
The delivery of sensitive woman-centred and insightful care by nurses, who 
possess a professional and unique knowledge base has had a difficult passage 
through the history of epistemological developments in nursing, Simpson (2003). 
Opposition to woman-centred care development has been uniform across all 
branches of medicine, including obstetrics, where midwifery was removed from 
ancient female control (Ehrenreich and English 1974). Attempts to reverse this 
situation have met with resistance (Turner 1987). Tragically, this has brought about 
clinical scenarios, whereby women in labour, who had been sexually abused, were 
intimately examined by a male sooner than a (usually) female midwives. These 
women often experience a fear of men which may initiate flashbacks in these 
situations. However, not all female midwives in examining women have been 
sensitive to or educated concerning the effects of past abuse and may not 
appreciate the effects of non-negotiated touch at this time (Kitzinger 1997). 
In Psychiatry, a lack of sensitivity to women's needs saw the replication of 
patriarchal approaches to the management of women's madness. This was not 
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surprising as female madness was linked with women's reproductive roles until the 
200' century, and in some cultures remains so today (Turner 1987). Only when 
hysterical displays of "swooning" in the higher classes of women became 
unfashionable at the end of the Victorian era, did the biological connection to 
madness wane, only to be replaced by "modern" psychiatric interpretations of 
woman's' distress. 
Modern psychiatry was largely linked to developments in psychiatry at the 
end of the 1st world war; as such it inherited certain of the patterns of the previous 
era of moral management of psychiatry (Showalter 1991, Turner 1992). This was 
epitomized in the development of large asylums to contain madness. At the head of 
these institutions was the medical superintendent, male, with a deputy 
superintendent, often female, who in most cases was not a medical practitioner. 
This pattern largely attempted to re-create the moral family. Male medicine 
delegated ucare" tasks to nursing which is associated in theory with the caring 
matriarch. Psychiatry was patristic in nature (see glossary), and derived from a 
conceptual understanding of the family at that time. 
In the patristic family, the male head controlled access to the outside world. 
Each member had their own space, and women were encouraged not to take up 
too much space in either emotional or physical terms. Analogies with the old 
asylums are clear here. There is a modern equivalent to this, in what Turner (1992) 
describes as the new female hysterical illness, which includes eating disorders and 
agoraphobia. Eating disorders, Turner comments, could be linked with a fear of 
fatness, but also of taking up too much sexual space. Similarly, survivors of 
childhood abuse, can present with high levels of self-injury, and have a higher 
incidence of eating disorders (Caskey 1990). What was significant was that the 
supposedly more feminine nurse role did not, in the case of women with eating 
disorders and/or self-injury, necessarily produce caring the responses usually 
associated with the feminist ideal of mothering, but rather a containment and control 
approach. Only relatively recently has this approach changed dramatically. 
The relationship of care providers (nurses) and the recipients reflects in the 
main the relationships of men and women in their society. Male nurses shared with 
female nurses the role of exercising power'over patients, both male and female on 
behalf of wider society. According to Stacey (1988) nurses deal with all the illness 
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events in their society, in this case psychiatric events. Whilst Stacey may be seen 
as dated in terms of interpretation, the significance of her words that; 'illness and 
death practices retlect in large measure the major social, economic and cultural 
institutions of a society" (131) have value for this study. In this sense low investment 
in terms of finance and research into the experiences of women who self-injure 
reflects the priorities of a society which regards self-injury as a behaviour which is 
capable of being controlled by the woman concerned. Failing this, self-injury could 
be managed (controlled) by those who represent the wishes of society to be 
shielded from open displays of distressing behaviour. Psychiatry functions here to 
control women who have not maintained an appropriate control of their emotions. 
Exploration of the precipitating factors was until recently a secondary consideration. 
Psychiatric nurses (see glossary) working in hospitals and coping with 
"illness" have been a major contributor to the process of managing distress. In a 
sense they have inherited a system that reflects the early origins of the health 
division of labour (Stacey: 1988). Nurses, who worked in establishments created by 
the 1870-1880 series of poor laws, were a different type of nurse from those 
created to service, what were then, voluntary hospitals. The former group of 
patients were denied care and research and were maintained by poor nurses who 
were poorly trained, and largely remained, for the duration of their working 
existence, in the same hospital. Stacey speaks of the asylum nurses as being 
further down the hierarchy that they were; 
"Essentially custodians, most of them were men. The task was a working 
class one: the ladies did not seek to enter these occupations. Rejected by the 
reformed nurses (Nightingale and others), the asylum nurses sought reform through 
the trade union movement" (P95). 
Asylum nurses stood in a different, and possibly inferior role, to general nurses, for 
whom nursing care was a vocation suitable for a lady. The latter worked in the 
voluntary hospitals. This fact alone altered the educational attainment of those 
entering the profession and, possibly, subsequent development of psychiatric 
nursing theory in the UK. 
There is a sense in which the history of women's care in the psychiatric 
system is a reflection of the blame for women's emotional vulnerability. This 
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perceived emotional vulnerability stems from the primary role for women of 
reproduction and maternal caring. However, Herzlich suggests that; 
"they feel guilty for having in the conflict [of social and bodily circumstances], 
allowed their health to be impaired or undermined; not for having caught an illness, 
but for having lost their health" (1973: 50). 
Loss of mental health is more than a matter of biology; loss of health affects 
positioning in society and an ability to make a contribution to that society. 
In respect of health and nursing developments, there is a danger that 
nurses, male or female, might adopt a prevailing epistemology of ill health 
correction and focus on the correction of psychological weakness rather than the 
woman herself. This fact might explain the rise of nurses specialising in eating 
disorders, personality disorders, enduring mental illness and even self-injury. Whilst 
the specialist nurse might represent a challenge to medical reductionism, there is a 
danger that women will continue to have unmet needs if there is a specialist focus 
on "the problem" rather than the person as the focus of care. 
Does a feminist approach have a contribution to make to the delivery of 
woman-centred mental health care? In nursing, the situation appears dire. In 
English nursing education, women's studies are accorded only lip service in the 
curricula. The evidence for the use of feminist approaches is more contentious. 
Some feminists have made a cogent case that therapy and feminism are an 
anathema without an accompanying societal change and would argue against it's 
usage vehemently (Kitzinger & Perkins, 1993). Feminist therapists have been 
portrayed as denying the reality of women's mental illness, and not utilising a range 
of interventions. These viewpoints may have inadvertently contributed to a mistrust 
of feminism by a nursing profession that remains driven by a medical/psychiatric 
reductionist model. 
However, women who work to a woman centred model provide a wider 
range of support than counselling or analysis. They work in ways that can 
encompass cognitive behavioural models, which nowadays are central to mental 
health nursing practice. The difference when working from a woman centred point 
of view is that a genuine mutuality or congruence can exist. This contrasts with an 
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approach of professional distancing, which can maintain subservience in the 
system. Laidlaw & Malmo (1991) made a cogent case that the principles of feminist 
therapy (interactions) with women can cross boundaries of competing schools of 
thought when they stated that; 
"All of these therapists no matter what their psychological orientation or 
areas of expertise, bring to their work a consciousness about women's common 
oppression. A conscience about the particular oppression of a minority group within 
the larger female population, an understanding of the psychological effects on 
women of that oppression, a knowledge of how to work with the particular problems 
experienced by women, and belief in their clients'experience" (P397). 
Woman centred, health focused care, (rather than illness centred care) cannot exist 
in facilities that are outdated, inadequate, understaffed and maintained by a system 
that is control focussed, and which includes physical restraint (Gallop et al 1999). 
Chesler (1997), a prominent feminist campaigner, has been wrongly accused of 
being anti-treatment and denying the reality of women's "madness". In the new 
edition of her magnum opus 'Women and Madness' she makes a plea for better 
use of new medications and more knowledge of side-effects to be given to women, 
and most importantly an end to a uone solution for all approach" to women in mental 
distress. She states; "Psychiatric inpatients are often ovedy medicated for the 
convenience of staff, who do not always treat the, to be expected side effects, with 
compassion and expertise" (P. 21). 
If nursing is, as has been stated earlier, an increasing part of psychiatry 
after a delayed start, why have viewpoints such as Chesler's been undermined in 
nursing practice? Would the adoption of the feminist viewpoint make any difference 
to the care that women receive? Speedy (1987), suggests that some of the problem 
may lie in the refusal by many nurses and educators to understand the true feminist 
epistemological position. Rather they tend to denigrate it by equating it with vague 
non evidence based thinking. However, Speedy does defend the nursing position in 
commenting on the lack of coherence in the varieties of feminist philosophies and 
the resultant complexity of language. It is also possible to suggest that the power of 
patriarchy in medicine and care mean that women quickly adopt patriarchal 
attributes themselves. This is then demonstrated in the treatment of more 
vulnerable and less powerful women. Great changes have occurred in nursing, but 
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by and large nurses still defer to other professional groups, and seek theoretical 
reference points outside the nursing discipline. 
Likewise, women-centred nursing approaches have been equated by some 
nurses with a radical feminism that is separatist or even man hating. This led 
Speedy (1987) to comment; 
"What's so frightening about a movement that values women and the humane part 
of what is called "feminine" in both sexes and supports these through private and 
public policies including health care? (P27). 
Hagell, (1989) unequivocally argued that feminist as well as sociological 
theory have major parts to play in developing not only the knowledge base of 
nursing, but enhancing the care relationship of nurses and clients. Such a 
viewpoint, she argues, would centre nursing thinking not in a purely scientific 
knowledge base with an interventionist goal, but rather ground it in woman's 
knowledge. This approach would enable nurses to develop a feminist stance, 
epitomised in care and care giving. Feminist epistemology, she argues, stands 
outside a patriarchal medical model which hands down menial caring tasks to 
lesser-qualified individuals (nurses) who are an obedient female workforce. 
The dilemma for current nursing theory development is that human caring 
theoretical developments have lower status than those with technical approaches 
built into them, with Leininger, (1981) and Peplau, (1952) being possible 
exceptions. Later attempts by Watson, (1985) and Barker, (2003) suggest that 
another re-evaluation of the human caring contribution is needed. Currently, 
however, the dependence on 'evidence -based practice' focused on empirical 
(biopsychological) models of working still predominates. Sadly, it appears that 
Hagell's pleas for a change in the research emphases to a new focus in nursing 
work are being ignored. 
More recently Webb (2002) argues for a re-evaluation of the importance of 
feminist approaches in clinical nursing. Meleis (2005) is more definitive in her plea 
for the use of a feminist framework to underpin nursing theory and practice which; 
"Values [the nurses] intuitions and analyses, values the clients'wolid, and values 
the clients'socid-economic and political perceptions" (P. 15 5). 
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What is the link between women, nursing and society from a theoretical 
perspective? The following section considers the extent to which this work reflects 
a patriarchal society. The following section considers ideas relevant to power and 
control, the [after possibly being at the heart of attempts by nurses to maintain 
physical safety of self-injurious women. 
5.4 Nursinq as a reflection of Patriarchv? 
Epistemologically, patriarchy as a conceptual framework is neither unitary nor 
static. Weber (1947) understood patriarchy as a system by which men ruled 
society, largely because of their household role, and which was hierarchical, 
gendered and derived in large part from religion. However, radical feminists most 
clearly saw patriarchy as the root cause of the subjugation of women in many 
aspects of their life. How then are we to define patriarchy? Walby suggests it is; "a 
system of social structures and practices in which men dominate, oppress and 
exploit women" (1994: 20). Walby concludes that, in the 20th century, the state, as 
against the home, has become the major focus of patriarchal practice and 
oppression. Whilst her 1994 analysis does not cover health services in particular, 
the patriarchally structured health care system is a part of a state system to which 
she makes extensive reference. Such an analysis is not new. 
Ashley, (1980) in her early study of power and politics in health care, 
suggested misogyny had a propensity to affect the politics of care. She offers a 
powerful analysis of the ways in which oppression keeps women in their place, and 
effectively keeps (women) nurses in an inferior role to (male) medicine. The 
vestiges of the system remain in some underlying, historical and philosophical 
concepts inherent in nursing and society. Ashley analyses the way in which nursing 
theory has been so influenced by, theorists like Maslow (1954) for example, whose 
misogynistic views are rarely explored within nursing, yet whose theory on self- 
actualisation is routinely included in nursing curricula. Similarly, Ashley (1980), 
urged caution against a rush to a professionalisation that merely replicated societal 
roles of powerful men and impotent women in the belief that professionalisation 
would produce change. Rather, Ashley advocates a feminist approach by warning 
women of the potential dangers they face from medicine and the largely masculine 
reductionist, modernist approach to healing. This professional. ized caring has long 
sought to exclude less highly educated women and their skills. Education for caring 
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has to encompass caring skills in addition to robust philosophical epistemological 
bases, in addition to a unique practice based language. 
5.5 Nursinq lanquaqe -a lanquaqe of Patriarchv? 
Language has a power all of its own, which can be used to control and 
maintain a power base. Crawford, (1995) explores the power of language in 
education as a whole. Descriptions of power, she maintains, remain unstable 
because language itself is an unstable concept, thus making the gaining of power 
difficult. Crawford states; 
"In much of the work it is unclear whether women lack control of language because 
they lack social power, or whether they must gain control of language before they 
can gain social power" (P. 7). 
It would be preferable for nursing to gain a powerful caring language rather 
than a language of power. Language viewed from a constructionalist standpoint is, 
according to Crawford, a powerful reflection of male and female relations and the 
socialised exercise of male power. Crawford suggests, for example, that women 
accept more prescriptive and negative languages in subjects associated with sexual 
behaviour. They are told how not to behave and speak if they are to avoid rape. 
This they accept, rather than demand an assertive language, which asserts their 
right to be safe, as Crawford states; "A woman becomes a victim because she does 
not believe in her own power" (P. 124). Where sexual assault took place in 
childhood, with subsequent self-injurious consequences, and help sought from 
nurses for example, then the linguistic response must be a language that lessens 
victim status and empowers against further victimisation, including self-directed 
actions. The voice of the self-injurious victim of early sexual abuse is not only 
drowned by the woman herself but may have, in the past, been denied reality by the 
patriarchal power of the psychiatric system. This experience may have served to re- 
awaken abusers' powerful injunctions to silence and breaking a promise to an 
abuser can evoke painful memories (Kelly, 1996). This becomes more problematic 
if the nursing response induces a further fear response typified by "battleaxe 
nurses" (Muff, 1988, Bridges, 1990). These nurses were depicted as having 
extensive control powers with language being a powerful mediator of that control. 
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The struggle for the recognition of psychiatric nursing as a unique professional 
discipline does not benefit from such negative images and it will take more than the 
power of professionalism to reform these problems. Self-injurious women view 
female nurses with hostility, whilst nurses feel powerless to effect the personal 
changes necessary to change this view. Such a struggle, according to Chinn and 
Wheeler (1985), places nursing at the patriarchal crossroads. 
5.6 New ways of workinq and dealinq with risk. A new lanquaae or new approaches 
in acknowledging each other's expertise. 
Hugman (1991), in his analysis of power in the caring professions suggests 
that caring professionals in general need to move back to caring about individuals 
with need deficits rather than each professional group being concerned with 
individual aspects of an individual's ill health. There is a sense in which self- 
injurious women are the victims of professional battles to find THE solution to the 
reason why they act as they do. How far the established professions are willing to 
hand over healing " power", work collaboratively with another group, and admit that 
self-injurious women might have more knowledge about the reasons why they self- 
injure, remains open to question. One of the key issues is the centrality of the 
human caring discourse, as Hugman (1991) suggests; "language is a central aspect 
of discourse through which power is reproduced and communicated" (P. 37). The 
discourse also serves, according to Hugman, to marginalize clients into their role of 
subordination and the role of object rather than subject in a highly linguistically 
orchestrated power battle (P43). It is reassuring that now some clients do have 
more control over their care. In reality, some have a degree of knowledge that 
enables them to adopt an evidence based approach to their own problems, and 
function as uExpert Patients. 
Simultaneously, an increasing level of expertise in less powerful professions 
in health care has created another set of groups with whom patients have different 
sometimes more positive relationships. Certainly, the creation of nurse consultant 
posts by the Labour government since 1997 is commendable, although, in mental 
health there are fewer creations, and many posts being created to reduce risk for 
the system. Johnstone (2000) suggests that patients are possibly now further down 
the hierarchy as a result. However, a gradual acceptance of "experts by 
experience" as those who can train and educate practitioners in the "New NHS" 
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may accelerate change in work practices and enhance ways of working with self- 
injury. 
5.7 New Approaches? 4he "Expert Patient". the "Experts", questions of risk and 
difficult communications. 
Past denigration of self-injurious women (Pembroke, 1994, Harrison, 1995, 
Hurt, 1998) and the distress of their possible past sexual abuse not being believed 
raised critical issues. In the seventies, for example, nursing alongside other 
professions tended towards a dismissal of the effects of sexual abuse on long-term 
mental health. Much of this might originate from early psychoanalysis, notably from 
Freud. Furthermore, it is clear that Freud himself was forced into a major re-think on 
the issue of the reality of sexual abuse. From an initial acceptance of sexual abuse 
as reality and of its detrimental effects on the development of human personality, 
Freud took the stance that early abuse created traumatic memories only. Forrester, 
(1990) observed; "it wasn't the trauma that was "traumatic" but rather the memo 
of the trauma, the trauma as memoty" (P. 76). Freud speculated that distress was 
the result of woman's inherent (gender) weakness or a failure to deal adequately 
with the anger it produced. The anger was translated into psychic distress. How far 
it is possible to conclude that the displays of self-injurious behaviour are such a 
response is difficult to quantify 
Likewise the period of "anti-psychiatry" in the 1970's did little to aid 
understanding of self-injurious behaviour. Whilst the approach promised much in 
terms of new ways of working with women in general, in reality little was 
accomplished. The political polemic concerned the madness of society. For 
feminists, it centred on the patriarchal repressiveness of society; as such self- 
injurious behaviours were symptoms not the problem. Ussher (11991) questioned 
the value of any therapy for women, which did not enable her to see that she was 
not responsible for her own distress. Rather, she argued that it should focus on 
ways in which the woman could be enabled to overcome distress and utilize 
powerful creative anger. 
The 1970's -1 990's were a period of change in psychiatry. There were 
moves out from the "asylums", towards more enlightened approaches to dealing 
with distress in general and women's distress in particular. This movement was 
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accompanied by the development of psychodynamic therapies, which enabled 
nursing specialisms in therapeutic interventions. Nursing therefore, as a discipline, 
needed to challenge the theoretical bases of clinical medicine, on which psychiatric 
nursing was largely based, and create its own theoretical stance/practice (Witz, 
1994, Candib, 1994). What could have occurred was the coming together of 
medicine and nursing to challenge patrism and a move to an empowering 
approach, delivered on behalf of women clients (Baker-Miller, (1986). Such a 
shared approach was not reality in NHS systems for many years. 
Later, Candib (1994), explored new ways of working With women, and 
considered the development of discourses that served to empower women in 
relationships with medical practitioners. She suggested four key questions, which 
enhanced the clinical relationship, and elicited accurate information. In addition, she 
accepted the woman herself as the expert on her needs. The four questions were, 
What would you really like me to do for you? 
> What do you think is the reason for X? 
What do you think I should do about it? 
> What is the best way of working? 
For Candib, the woman is, "the keeper of her own histoiy, the narTator of her own 
story" (P. 146). Such a history might be represented in her body, or in responses 
made that emphasise her past experience of patriarchal control and abuse. Whilst 
this might equally apply to men, it has resonance for the subject of this study, in the 
emergence of self-injurious women as experts about concerning their bodies, their 
histories and their needs of health practitioners. This approach to working and the 
nascent emergence of the women as an expert is a long way from what appears to 
be happening in nursing and other health related professional systems in the UK 
Sines (1994) reflecting on the then "new" consumerist appeal of the Thatcher years 
suggests that, far from recognizing the values of the consumer voice, a new 
paternalistic hierarchy had been created; 
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"In keeping with the total institutional model [of psychiatric hospitals] some 
of our present hospitals continue to appear to be characterized by a world divided in 
two, where managers dominate the front-line workers and where staff dominate 
their clients in tum" (P. 895). 
Paternalism, be it overt or covert, remains evident in the language health 
professionals have in their emotional and professional relationships with their 
clients (Beauchamp & Childress, 2001: Cody, 2003: Freshwater, 2004). Language 
and relationships are particularly problematic concerning issues of safety and 
exactly whose emotional and physical safety is being challenged by whom. 
The issue of risk and threats to public safety are a consistent feature of life 
in the 21st century. At the macro level, western society is living under a perception 
of constant external threat from outside. Assessment of risk at the micro level in 
health care delivery requires creative and collaborative approaches, actively 
involving the service user in the prevention of risk to others and the self (Keen & 
Keen, 2003). In respect of self-injurious behaviour, the concept of positive risk 
taking (Morgan & Wetherall, 2004) may well be the most apposite clinical choice. 
This approach does not entail the unquestioned acceptability of self-injurious 
behaviour as a stress release mechanism, but it might acknowledge the fact that 
self-injurious behaviour cannot "be stopped" until the individual is able to cope 
without self-injury. 
The management of threatened suicide, and to an extent self-injurious 
behaviour, has a chequered history. Management has often included various types 
and levels of what is termed "constant observation", (see glossary). This technique 
has often caused anger and frustration, yet it could be therapeutic. Fletcher, (1999) 
suggests that nurses and self-injurious women have different perceptions of it's 
value in the management of risk. Furthermore, Fletcher suggests it is often carried 
out in a paternalistic manner, with nurses feeling threatened by their own inability to 
prevent injury, which usually occurs in any case. Preventing injury by restriction, 
whereby staff remove the tools of cutting may make staff "feel" more in control but it 
has been noted to have little effect on the control of self-injury (Feldman, 1988, 
Favazza, 1992, Arnold, 1997). Recent thinking has advocated the personal 
accountability model (Crowe, 1997) but constant observation remains a feature of 
inpatient intervention. This has the effect of making the individual feel controlled. 
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although does little to help nursing staff, who feel responsible and at risk if failure 
occurs. Ironically, Feldman (1988) observed the behaviour is likely to increase 
when the "threats" of constant observation are finally removed; 
"Excessive restraints are not helpful. They seldom if ever inhibit cutting, and the 
unavoidable lifting of each restriction provides precipitants for further cuts. 
Excessive controls also make the patient the full responsibility of the staff" (P. 264). 
The restraints of such close observation can present a threat to those who have 
been sexually traumatized, as the controlling nature of the constant observation 
environment could serve to remind women of the experience of the control over 
them by their abuser (Gallop et al 1999). 
Whilst not all women who are self-injurious have been sexually assaulted as 
children, a large number have. More importantly they have a longer history of 
contact with mental health services (Margo & McLees, 1991). Furthermore, this last 
group of women also have a greater sense of disempowerment, and partly because 
of learnt helplessness were, according to Gallop (1999), more likely to elicit strong 
reactions in staff. Cross (1993) suggests that control is a crucial concept in cuffing 
where Bulimia Nervosa (see glossary) is present. The individual can feel her self- 
injurious behaviours are the means of re-establishing control over her bodily self 
and others. So, Cross argues, greater control mechanisms serve merely to 
exacerbate self-injury impulses. Literature, which supports these views, seems 
validated by the viewpoint of the women in the following study, both the "experts by 
experience" and the "experts". Their occasionally hostile reactions feature in 
literature on oppressive practice. Freshwater (2000), in her exploration of 
oppression in nursing, suggests that in stressful situations the powerful groups turn 
on and destroy a weaker group with whom they traditionally exercise care roles. 
Whilst Freshwater argues the analogy is most powerful in relation to nurse/nurse 
relationships -clearly a similar argument could be applied to the "expert vs. expert 
by experience" discussion. This theory might explain why entrenched and negative 
attitudes remain toward self-injurious women, despite increased research and 
education. The concept is described as horizontal violence and its evolution is 
illustrated in figure 2. 
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Nursing students can be oppressed by teacher attitudes 
to them. 
Students learn the language of oppression. 
Disempowering practice systems breaks down students' 
battles to effect change. 
As students they can feel afraid to challenge existing staff 
attitudes. 
40 
Students as new staff "turn on "the next lowest group (clients) 
Figure 2: The evolution of Horizontal Violence 
Everett and Gallop (2001) suggest that the "transformative power" of 
positive nurse patient relationships is lost when this end point is reached in those 
who have caring professional roles. They define this as; "Mutual liberation from 
dependency (for the client) and being depended upon for the professional" (P. 125). 
Such transformative power could be the practice standard for work with those who 
are self-injurious. The use of transformative power in nurse patient working is one 
where there is a mutuality of approach to disclosing levels of risk of self-injury and 
the resultant actions nurse might have to take, where there is an environment 
where women tend not to underestimate the level of death risk in their acts, but 
where a more open approach is taken (Stanley et al, 2001). This controlled risk 
taking environment is essential in working with women who have survived past 
abuse. It enables them to define boundaries and know that, within reason, they will 
be accepted. However, if the behaviour of women is clearly at dangerous levels, 
then the professional has to exercise legitimate professional power in the best 
interests of the women concerned (Everett & Gallop, 2001). 
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In the current clinical environment risk -taking has come to be largely 
associated with risk assessment and the avoidance of litigation, but it is deeper 
than that. It concerns emotional risk-taking that exists in a more mutual trust- 
producing relationship between the "expert carer" and the "expert by experience". 
Controlled risk taking requires the use of the emotional rather than the rational brain 
to resolve care dilemmas (Freshwater and Stickley 2004). Self-injurious behaviour 
is emotive and challenges the rational and emotional responses of all who 
encounter it. It is possible that rational solutions that are purely cognitive in 
approach will not provide the remedy. The suggestion of Stickley and Freshwater 
(2002) may require the development of deeper "loving relationships" between client 
and practitioner. These relationships require strong ego boundaries for the 
professional to avoid breaches of ethical behaviour. These are difficult and possibly 
new ways of working, but might allow more open sharing of pain, without the 
presence of the punitative relationships reported by self-injurious women. This 
could be relationships which fully utilise the principles of truly empathic (see 
glossary) and positive communications in clinical relationships (More, 1994). 
Historically, empathic relationship building is not always taught alongside 
the acquiring of a degree of emotional intelligence (see glossary) in practice 
situations. The two concepts, if put together, might serve to explain some of the 
reasons why empathic relationships in Accident and Emergency Departments are 
not a common experience for self-injurious women. Byrne and Heyman (1997), in 
their study of communication in Accident and Emergency, suggested the presence 
of "poor communication skills" as a concept to explain poor relationships between 
nurses and patients as being too simplistic. In reality there was good 
communication, but what appeared from the small study was that nurses used 
tactics of "popping in" on patients. This had the effect of controlling difficult 
discussions, including possibly self-injurious behaviour. They suggest there is an 
inability by nurses to deal with emotions raised by self-injury for example. 
5.8 Summarv. 
This chapter has discussed a wide range of concepts associated with the 
care, management, and dilemmas of self-injurious behaviour in women. Exploration 
of the historical movement of women- centred caring away from nursing was 
considered. Discussion moved on to consider the development of a new generation 
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of nursing experts, with wide ranges of skills. However, what is less prominent is 
the acceptance of the "expert by experience" in mental health. The recent dominant 
epistemological framework, in which mental health nursing education is contained, 
has moved in theory towards a greater input by those who use the services. 
What has emerged -n this chapter is the slow move from a patristic model of 
care towards mutuality, which Davies (1995) suggests commenced with a "new 
professionalism" in the 1980's. This was closely linked to Thatcherite policies of 
consumerism in the public services. Whilst Davies might be regarded as being 
over-optimistic, she makes a valid point in arguing for dialogues that are more 
meaningful around the nature of the professional/ consumer relationship echoed 
also by Repper (2000). In recent years government interventions have made the 
active involvement of service consumers at all levels a priority (NIMHE, 2004, DOH, 
2004); "service users" have also had involvement in drafting the future "essential 
capabilities of workers in mental health". 
However, even if patristic approaches lessen at governmental level and 
there is a move towards more woman-centred approaches, nothing can change if 
the needs of nurses are more powerfully expressed than those who are self- 
injurious (Crowe, 1996, Epstein 1999) suggests that this will entail professionals 
accepting the need for people to be allowed to make wrong decisions occasionally, 
and to experience the full range of their emotions in supportive environments. This 
would include managing risky behaviours. It will also require nurses to explore the 
emotional nature of their reactions to self-injury. The following chapter addresses 
issues in literature concerning the self-injurious "expert by experience" and the 
value of their stories. 
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Chapter Six: Self-Iniurious Women as Experts bv Experience-Hearina the 
Voice. 
6.1 Introduction. 
"My body was like a canvas that would describe how I was feeling, the things / was 
doing, it would describe my battles and all sorts" (Diane). 
As a subject of consideration within academic sociological, medical and 
psychological literature, self-injury occurs on a regular basis (Shaw 2002). Analyses 
and depictions in such literature have not infrequently focussed on causation, 
categorisation and the diagnostic issues surrounding self-injury. Such analyses 
occur on a regular basis as part of the critique of larger syndromes of emotional 
disorders, or mental illness. Additionally, these critiques occur as part of the wider 
range of literature concerned with emotional and mental health, (see Bonger et al, 
1990, Collins, 1996, Favazza and Rosenthal, 1993). In addition to interpretational 
studies in general medical and specific populations, studies of self-injury have also 
occurred in other areas of academic speculation and analysis. Notable are cultural 
and media studies, a reflection of the changing epistemological frameworks in 
which self-injury can be analysed, (see Ahmed and Stacey, 2001, McLane, 1996, 
Todd, 1996, Takemoto, 2001, Kilby, 2001). The focus of this chapter is to shift from 
the "professionalized eye" to the person with experience, for whom self-injury is 
sometimes an ongoing reality. In adopting this approach, there is an 
acknowledgment of the change of focus in current NHS trends towards recognition 
of the service user voice, and the consumer as "expert in their own (ill) health". This 
links with the approach of this thesis set within what Shaw (2002) termed; 'a 
feminist and relational reframing of self-injury and predicated on the empirical 
research which indicates that self-injury is a gendered and developmental 
phenomenon" (P. 192). 
With a move to the consideration of the service user's voice, in this thesis 
attention will not only be given to the question of abuse, which has long term 
consequences including self-injury, but also the cost of speaking about what is, to 
many women who have been abused, "the unspeakable". The unspeakable nature 
of abuse refers not only to the complex psychological consequences relating to 
keeping a personal silence about the abuser, but also having to "name the abuse", 
in order to access health and social services. The stories are assessed in terms of 
need and possibly truthfulness, (see Bass & Davis, 1988). 
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Finally, the chapter examines some literature concerning the possible value of "self- 
help"; that is the value of personal history, in telling clearly the story of self-injurious 
behaviour and the dialogues used to verbalise such feelings. 
Nursing approaches form part of the consideration, but are addressed 
further in the final chapter of this review. However, Shaw (2002) comments that in 
general "current treatment is characterized by disengagement with women who 
self-injure" (P. 199). In this respect the powerful dialogues of self-injurious women 
might be silenced by formal clinical appraisal. Whilst professional distancing is 
effective in some cases, it may not be helpful for all. In the case of self-injury, 
women are maybe literally crying out to be heard, the only voice they may have is 
their own body on which to express their pain. Kettlewell in her very personal story 
of self-injury notes; 
" The plain fact of it was that I was miserable-though my misery was so much 
sadness it was a shrieking unease, a gnawing despair which I had been ttying to 
cut out of myself" (1999: 11). 
Further evidence of the use of personal narrative emanates from uforensic" (see 
glossary) treatment settings (see Bland et al 1999, Coid et al 1992). These 
treatment settings have not always been conducive to women's needs in respect of 
past sexual abuse and self-injury. They have not always offered a 
psychotherapeutic milieu which allowed the emotional ventilation of feelings, and 
which leads to greater personal control over painful memories (Harrison 1995). 
The verbal disclosure of painful feelings is problematic concerning past 
sexual abuse (and notably incest), where there has often been an injunction to 
silence by the abuser (DeYoung, 1982; Shapiro, 1987; Walker, 1992; Hurt, 1998 
Agar et al 2002). Where injunctions to silence have dominated the victims' 
thoughts and sense of personal value over many years, it is not surprising that self- 
injury might occur following acts of disclosure, which at the same time functions as 
a process to deaden emotional pain. These processes have been erroneously 
interpreted and dismissed by professionals as "aftention-seeking behaviour", 
(DeYoung, 1982; Harrison 2002). These rejections can serve to warn the individual 
against risking further disclosure. 
Such dialogues and histories serve to encapsulate the depth of experience 
and cannot be dismissed as not being central to the understanding of self-injury. In 
so doing the reasons for the self-injury may not be disclosed and future 
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interventions are then less likely to be successful. The woman's own expertise in 
managing her self-injury or her self-blame concerning the abuse may not be 
recognised. Further negative actions can result (Shapiro, 1987). Shapiro 
interviewed 11 women in her small study and over half of her sample self-injured on 
a regular basis (n=6). The significance of this particular study to understanding 
self-injurious behaviour lay in the wider range of subjects in terms of their e, thnicity 
and its being one of few that drew from non-white women. This fact is not always 
transparent in literature concerning self-injurious behaviour, as distinct from 
attempted suicide. 
Finally, findings from a study by Agar et al (2002) indicates that 
interventions by professionals following a definite enquiry as to whether earlier 
abuse had occurred did succeed in facilitating appropriate disclosures with a 
positive outcome. Again, this sample, like the earlier study of Shapiro, drew on a 
wider range of subjects across different cultural groups. This study, which 
comprised both quantitative and qualitative data sources, gave clear indications that 
cultural factors tended not to be immediately obvious in earlier studies on self- 
injurious behaviour. This fact indicates a need for specific, culturally sensitive, 
research into self-injurious behaviour, a subject that warrants separate study to that 
under consideration in this thesis. However, the study of Agar et a[, also indicated 
the lack of training for professionals working with self-injury, a point to be 
considered in the following chapter. Training should include awareness of dealing 
with the consequences of sexual assault on vulnerable individuals. The 
consequences of these assaults can lead both to self-directed body modification 
(see glossary) and self-mutilation by proxy (tattoos and piercing). 
Body modification, which includes for example breast implants, is in some 
senses, a severe form of self-injury. However, as it is an act managed by 
"professionals", who utilize surgery, it does not attract such negative comment by 
society. On the other hand, Tattoos and excessive piercing are long established 
practices which have both cultural and societal acceptance to justify their status. 
Jeffreys (2000) comments such modification has become a commercial venture, 
and further suggests it is but a further attack on a marginalised group. She 
concludes; "It is the hatred and discdmination that needs to be attacked and not our 
bodieslourselves" (P. 427). 
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6.2 Personal consequences of abuse. 
Historically, body modification as art has been variously defined as 
commercial and includes a variety of modification practices, such as self-injurious 
behaviour by proxy (see Mustafer, 1996, Sweetman, 2000). Recent interest in body 
inscription (tattooing), has suggested that marking of the body, when taken to 
excess, could be seen as psychic distress in terms of purpose and function. In a 
recent novel, Hall (2004) suggests that tattooing can deal with inner distress, when 
medical interventions are not contemplated by the individual, she states; 
"To tattoo was to understand that people in all their confusing mystely wanted 
only to claim their bodies as their own site, on which to build a beacon, or raise a 
rafter or nail up a manifesto, waming, celebrating, telling of themselves" (P. 260). 
She goes on to link past unwarranted abuses with tattooing which serves as a 
release to let out poisonous feelings associated with abuses, emotional, physical 
and sexual . Hall (2004) states; 
acustomers revisited old injuries of the mind and body in his [tattooing] booth and 
he could sense them wanting to slip past that pain with a decoy or intimidate with 
newer pain of his equipment's manufacture... People were pricked and spilled their 
lives like pus" (P. 262). 
Reactions to past abuses continue to feature in clinical, sociological, 
psychological and popular studies of embodiment and related issues. Published 
literature continues to suggest the relationship between past emotional, physical 
and sexual abuses and the personal experience of distress. Abuse can remain 
internalised and unventilated for considerable periods of time. Abuse, for some, 
remains an experience that is not verbalised, but whose effects r(ýmain much 
longer. Other individuals remained guarded in how they dealt with life, but managed 
to avoid long-term mental health problems. Russell (1986) noted; 
"that incestuous abuse is not always so traumatic, and in some cases no long term 
effects were reported, is salutary information. It does not diminish the fact that 
incestuous abuse often causes a great deal of pain at the time, besides having 
severe deleterious effects for years to follow" (P. 12). 
Herman (1981) uses the term "inheritance" to describe the lives of women 
after an incest experience. They try to manage and many do so until, under certain 
circumstances, the past reappears and forces the issue to the forefront. Herman 
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comments that the women are then left feeling; "branded or marked by their 
experience" (P. 96). This is an interesting observation to make if women are not 
openly utilising self-injurious behaviours to deal with their lives at the time. Herman 
concludes that the lives of the daughter in incestuous relationships are; 
uconsumed with inner rage, they nevertheless rarely caused trouble to anyone but 
themselves. In their own flesh they bore repeated punishment for crimes committed 
against them in childhood" (1981: 108). 
In terms of helpful interactions to alleviate such effects Van Velsor and Cox 
(2001) suggest that inner rage is utilised to provide a potent source for women to 
re-work self directed anger and the feelings associated with sexual abuse. The 
authors evaluate the negative attributes of anger and therapeutically revise them so 
that the anger becomes a positive tool for treatment; an approach advocated by 
Blume (1990) and Courtois (1 988). The inappropriate expression of anger at what 
has been experienced is, in reality, the end phase of dealing with consequences. At 
the opposite end of the expressive continuum is the sense of numbness in various 
aspects of living, including sexuality. These have been reported in clinical and 
t'survivor" literature, where self-injurious behaviour can terminate feelings of 
numbness. In their definition of alixthymia (see glossary) Zlotnick at al (1996) 
describe abuse survivors as having "no words for mood", other than medical 
classification. As a result, actions are taken which might bring about feelings in 
everyone but themselves. Similar findings were reported by Van der Kolk et al 
(1994). 
An earlier study of Van der Kolk et al (1991) suggested that a further 
consequence of abuse in childhood is a degree of dissonance about the extent to 
which survivors can cope with meaningful long-term relationships. At one level, they 
crave them, but in reality, they have short-term destructive relationships that 
become part of self-punishment. Women who have been sexually abused and who 
have to cope with the consequences of their a66se may become more sensitive to 
emotional stimuli. Alternatively, they may react by being dissociated from the 
experience and become more vulnerable. 
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6.3 Diagnostic judgements and the "Experts". 
It is generally accepted in clinical diagnostic taxonomies, that self-mutilation 
is positioned amongst a group of behaviours, which have features of personality 
disorders and accompanying problems concerning impulse control. Once such a 
categorising process begins (e. g. DSMIV), further diagnostic categorisation follows. 
Whilst this is commendable in obtaining access to appropriate services, the 
plethora of "labels" can remove the focus away from the causative factors, towards 
ever more sophisticated labelling. For example, Favazza et al (1989) describe 
"Dysnexia", where bulimia and anorexia nervosa can occur alongside self-injurious 
acts unrelated to psychosis. Whilst this categorisation makes for excellent clinical 
diagnostication, patients suggest this is stigmatising. For example Favazza et al 
(1989) comment; "All the symptoms are assaults on the body and have a wilful 
component, at least initially" (P. 39). Referring to individuals who have multiple self- 
injurious behaviours in this way cannot be disputed, that is clinical judgement, but 
adding wilfulness, is a judgemental comment when used by a "professional expert" 
to an "expert by experience" who may not be wilful at all. This creates difficulties in 
communication between 'professional experts' and 'experts by experience' with 
misunderstandings about the real purpose of self-injury. 
An inability to stop self-injury, in the short term may be due to mourning and 
the loss of an action that provides comfort. There is a sense of dissonance, for most 
desire to cease cutting, but are afraid to loose the "comfort" of such behaviours. 
Nurses, with some justification seeing cutting as a dangerous behaviour, may not 
recognise this. This then raises the dilemma of how nurses are to act humanely in 
these situations. Watkins (2001) discusses the value of the humanistic approach to 
nursing practice. The epistemological basis of his approach centres on the 
unswerving acceptance that people are essentially good, are able to discover 
meaning with support, understand their needs and can, with encouragement, take 
responsibility for their actions. Whilst this could be viewed as "nalfve" or lacking in 
credibility in the current evidence driven approach to managing distress and self- 
injurious behaviour, Watkins makes a valuable point when he states; 
"People need to feel valued and validated as a person. They need to feel that as 
they struggle to be themselves more fully, they will not be judged or rejected. 
Acceptance must not be conditional on the individual being compliant and passively 
following advice and direction in order to retain the positive regard of the helper" 
(2001: 68). 
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Barker (2003) in a similar vein advocates an approach to nurse patient 
relationships, which he refers to as; "an opportunity to embrace, revere and honour 
the sanctity of the person's humanity" (P. 615). Such relationships place greater 
emphasis on the humanness of relating, rather than a distancing approach to the 
relationship. In fact the neglect of positive attitudes and behaviour towards clients 
has recently been highlighted by the DOH (2002) and as a result minimum 
standards of care which will meet these needs have been proposed. However, the 
question remains as to the extent of just how much the service user experiences 
these values in encounters with "experts" as a transparent reality. Many of these 
standards being devised by men/doctors and often lacked the voice of the self- 
injurious women service consumer. 
6.4 Experiencinq specialist and other services. 
Client opinion of service provision across all aspects of health and soc. ial 
care is monitored on a regular basis by means of care standards and patient 
satisfactions surveys. However, academic studies of self-injurious behaviour and 
professionals reactions to the behaviour tend to be on a small scale, which may 
raise issues concerning generalisability. As these tend to be qualitative studies, 
they have been felt, unjustifiably, to lack the validity of large-scale quantitative 
surveys, which are often associated with the scientific positivist stance, (see Mason, 
2003). Where these relate to those who are self-injurious, they have revealed 
disappointment with care. However, such criticisms can be negated because the 
"voices" of these "experts by experience" are not always accepted at face value. 
Rather, they are assumed not to be "truthful" as the individual has an "illness" (often 
a personality disorder) which assumes a degree of mistrust in the validity of words 
spoken. So, for example LeFevre (1996), a life-long consumer of mental health 
services, commented that for professionals, self-injurious behaviour is behaviour 
which is immediately perceived as maladaptive, precisely because it has acquired a 
label. For the woman, the behaviour is not one which is actively sought but one 
(possibly ill-founded) way of coping with circumstances they have found themselves 
in. Once professionals fail to interact with the person's language displayed in self- 
injurious behaviour, liberation of the associated feelings is lost. As LeFevre states; 
"if we listen to the voice of the professional in these dialogues it is 
addressing the behaviour as though it is a separate entity of the victim, when it is 
actually uthe script" that the victim uses to communicate betwqen present self and 
self existing within this present" (PA 1). 
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Harrison (1997), another service user, makes a similar analysis of the situation, 
with an additional reference to patriarchal assumptions inherent in many 
"therapeutic" encounters with professionals. Harrison describes the ways in which 
the "improvements" in their mental health have been judged by how they attend to 
their appearance as an indication of sexual role fulfilment. She states; 
"I remember being physicqlly dragged in to the charge nurses'office where 
he spent an hour humiliating me about my lack of self-care. He told me I'd look 
prettier if I plucked my eyebrows and put on makeup. Is it any wonder I went on to 
slice my face" (P. 438). 
Furthermore, Harrison suggests that her experience was not unique, and that 
others felt "silenced" by the system with "their method of survival condemned" 
(P. 439). 
Harrison's experience was not true for all who use services, even allowing 
for differences in approaches between the UK and USA. Treloar and Pinfold (1993), 
in a study of 142 self-harming patients (not specifically self-injurious behaviours) 
reported that 55% found nursing helpful. This rating placed nursing above social 
work at 27% and GP's at 20%, the group seen as least helpful were psychiatrists. 
What is significant in this study is the finding that, of all professional attributes 
mentioned in terms of received help, sympathy and listening were highly ranked. 
Warm et al (2002) conducted an internet based survey to enquire what was most 
supportive for those who self-harm. The sample of 243 who responded was largely 
female and worldwide. Again, medical personnel were ranked as providing the 
most unsatisfactory support, whilst specialists in self harm were highly ranked. 
However, the study was largely concerned with the perceptions of health 
professionals towards those who self harmed; it included men and described a 
variety of methods of self harm. However, the sample indicates that 96.7% 
identified cutting as most prevalent. Dissatisfaction with nurses in general in this 
survey was high (49.2%). Those who received support from more "specialist" 
nurses ranked them more favourably. This result might be linked to these nurses 
having greater access to training and support for the work. 
Until recently, whilst not specialist in working with self injury, nurses who 
worked in special hospitals encountered some of the highest levels of self-harm in 
ward environments, and they attracted much criticism from both service users and 
some professionals alike, (Potier, 1993; Liebling and Chipchase, 1996). Potier's 
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criticism of one special hospital includes descriptive accounts, not only of 
oppressive and paternalistic practice, but also the failure of the system to help in 
the resolution of emotional and psychiatric distress. Potier recommends a greater 
validation of women's experience and willingness to let their experiences be heard. 
Similarly, Liebling and Chipchase (1996) reviewing the effectiveness of a feminist 
approach to group work as a means of enabling the disclosure of painful 
experiences surrounding abuse and self-injury, again highlight the necessity of 
women wanting someone to ulisten to them"(85% of a sample of 40). Eighty three 
percent wanting help to express feelings and problem solve. Significantly the group 
received criticism because women continued to self-harm. They stated; 
"incidents of self-harm were often viewed as failure of the group despite clear 
statements that the group's aims were not to stop self-harm but provide a forum 
where women could satisfactorily communicate their distress" (P. 26). 
Finally, what of women's experiences with services created specifically to 
work with those who frequently self-injure? There are few units created to work in 
this area. Much of the self-injurious behaviour takes place within acute inpatient 
settings where referrals usually are not directly for treatment of self-injury. Within 
one unit, The Crisis Recovery Unit at the Bethlem Royal Hospital (CRU), the focus 
is on the establishment and maintenance of therapeutic boundaries between staff 
and residents facilitating the disclosure of painful experiences and the learning of 
new ways of working to find alternatives to self-harm. One service user's views of 
the value of the approach was; "there's real understanding and / don't fee1judged, 
feel cared for by both patients and staff .. hard at times they make me think a lot" 
(Admission booklet CRU 1999). This understanding is attained by means, of a 
policy of short-term tolerance of risk with the aim of improving long-term safety 
(P. 3). The philosophy of the unit remains clear in that, whilst the expression of 
feelings by service users is paramount, it is focussed towards crisis resolution not 
unquestioned condonment of self-injury. Success, such as can be measured in a 
short space of time, is the sense of enablement and empowerment that residents 
gain from an environment where a therapeutic balance is struck in the work; 
"the balance between tolerating and condoning or approving of self-harin is fine 
and there exists the real possibility that residents may perceive tolerance as 
approval or even as silent disapproval" (CRU 1999: 6). The theoretical 
underpinnings of such approaches are further developed in the following chapter. 
92 
However, in addition to statutory sources of help and support to women (and men) 
that self-injure, there remains another option, self/peer support. 
6.5 Self-supporting and "experts by experience" -A better way? 
Bancroft et al (1977) noted in a study of 130 individuals, sixty percent of 
which were female, that the respondents harmed themselves either by self- 
poisoning or by self-injury. Immediately prior to the incidents in question, 23.4% 
sought help from charities and voluntary agencies, 5.6% sought help from 
Samaritans. Bancroft et al (1997) reported that help was sought largely on the basis 
of "having a need to talk". Recently notably in the United States, there has been a 
rise in services based on uexperts by experience" facilitating therapeutic initiatives. 
This occurred after they had themselves engaged with programmes founded on 
problem-based solutions, such as DBT (See Linehan'1993). 
This possibly suggests a need for services in which service users are able 
to express their feelings. There is some evidence that service user-led services are 
helpful in this respect. One of these services is the SAFE (Self-Abuse Finally Ends) 
project developed from work initially undertaken by Conterio and others at The 
Hartgrove Hospital (USA). Whilst the initial work in hospital has similarities with the 
approach of the CRU, there is a greater emphasis on contracts of abstinence, 
(including no self-harm) which does, to a large extent, contrast with the philosophy 
of the CRU. However, the hospital based provision is then re-created in the 
community, and may well be facilitated by an uExpert by Experience" (E. B. E. ) 
utilizing similar approaches. Graham (1995) an ERE, lists amongst the goals of an 
ERE led service an increase of personal strength, which will, with support, assist 
the member to regulate their conflicts and subsequently reduce self-injury. As such 
whilst the approach has a theoretical foundation, it is not driven by professionals 
with the attendant relationship dilemmas. Likewise, the service has a strong 
emphasis on empowerment and emancipation from negativity and repeated 
attempts to diminish personal strengths. Thus, it could be suggested that, in this 
sense, it is strongly feminist in its approach, though not directly stated as such. 
In the UK, numerous support groups have been established in the last ten years 
to work with self-injurious individuals. Many of these groups provide additional 
internet based support. One of the problems for other ERE organisations is that 
they have little financial security and may not be able to maintain themselves long 
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term. Their supportive function therefore is in danger of being lost. Those that are 
well established and also contribute to both professional training and government 
policy making include 
BCSW (Bristol Crisis Service for Women) 
SAFE (Self- Abuse Finally Ends) 
> SIARI (Self-Injury and Related Issues) 
); ý- LIFE SIGNS (Self-Injury Guidance and Network Support) 
> NSHN (National Self Harm Network). 
BCSW, which provides a telephone service, whilst not being staffed totally by 
ERE's, utilizes a wide range of volunteers, some of whom identify as having self- 
injured. From this umbrella group, other groups exist, which according to Lindsay 
(1995) promotes; ugiving acceptance to women no matter how they may express 
themselves, and to energise and work on feelings and other forms of 
communication" (P. 22). 
In order to gain deeper insight into the nature of support for women and men 
who self-injure, some publications of various groups were examined. One of these, 
(The Basement Project), produces a newsletter, which offers support and the 
exchange of ideas on how to reduce self-injurious behaviour and train others in the 
work. The newsletters supplied further evidence that service user led support 
provides a high level of support to those who are self-injurious. Interestingly the 
newsletters also received contributions from professionals working with self-injury. 
These contributions provide insight into the changes in approach that are emerging 
in workers whose role brings them into contact with self-injury. However, evidence 
exists in these journals of negativity by staff, dismissal of distress and a continuing 
confusion between suicide attempts and self-injurious acts. What was more 
important was that greater sympathy was given to the former over the latter; "Those 
who appear depressed and expressed suicidal thoughts are seen as marginally 
more deserving that the "cutters" " (Basement Project Autumn 1998: 8). Rhian (2000) 
writing as a service user, graphically portrayed the nature and type of support they 
felt was needed, she writes; 
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"You feel you have to manage my behaviour, 
/ wish you'djust listen to me. 
Today you said you couldn't move on 
You were out of your mind with woi7y. 
You said you were out of your mind with wony. 
You said you were a failure 
Because you didn't have all the answers. 
You looked me in the eye and said 
'What do you need from me? " 
Now I think we can get somewhere (P. 8). 
However, Pembroke (2004) urges caution to self-injurious individuals whose 
physical scars and personal experience are exploited by the media to create a 
media story rather than enlighten a society. This situation Pembroke terms a; 
"public display of scars and wounds, and survivors don't need to buy into medical 
pornography to empower [them] selves" (P. 13). Certainly, the powerful voices of 
those with a history of self-injurious behaviour need frequent articulation within 
health care provision. Successful engagement with those who are self-injurious 
needs to occur across a range of approaches not just the medical more reductionist 
approach. This led Barker (2004) to make a plea for new, creative, and radical 
approaches to working with those who are self-injurious; this may involve the use of 
personal histories or voices. 
6.6 Usinq personal histories and voices. 
This chapter commenced with the powerful account of Diane's feelings 
concerning inscription onto to her body surface. Other issues examined in this 
chapter included writings communicating the personal traumas that have led to self- 
injurious behaviour. Service provisions for women have been examined, and the 
role of the "expert" voice. Such a voice is assumed part of government policy on 
wider inclusion of patients as experts in their own conditions. The DOH (2001) 
spoke of shared expertise with a convergence of language descriptors. Therefore, it 
seems that the DOH is suggesting that the experience of having a health care 
deficit is as valued in framing health care pathways as the clinical act of 
classification, and should begin to drive how care is delivered; It should follow that 
those who are self-injurious are afforded the same approach. 
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There is a sense in which the lives and values of one group interact, and to 
an extent, come close to the other group. Rather they remain more as close 
parallels. Both groups, from the evidence appear to be moving towards a common 
goal but not on the same pathway. This observation is to be explored in this thesis, 
and is an issue about which service users have felt strongly (Barker & Buchanan- 
Barker 2004). There is a need to allow a more honest acknowledgment of the 
expression of affective feelings on both sides of the equation. This reflects some, 
but not all of the views of Epstein and Olsen (1999), who conclude that whilst not 
ALL concerns of service users are the same, differences exist as to how to effect 
change to make the service user voice a greater reality. They similarly make a case 
for a strong move towards seeing consumers as service providers, because for 
some, this is the optimum way in which creative approaches to stopping self- 
injurious behaviour can be utilized for themselves and others (Harrison, 1997). 
Personal stories of self-injury from those who have a public profile have 
contributed to a heightened awareness of the complexity of this behaviour in 
addition to distancing self-injury from an image associated with madness (see 
Seenan, 2005). In this way, the history of an individual's narrative can make the 
behaviour real, obvious and direct in a way that medical literature cannot. Self- 
injurious people tell a story that has deeper meaning beneath the inscriptive cut on 
flesh, according to Seenan (2005). Self-injury as a narrative story might be better 
understood in terms described by Bruner (2002); 
"narrative has become almost symbolic, the instrument of the oppressed for 
battling the hegemony of the ruling elite and their experts, the way to tell one's story 
as a woman, as ethnic, as dispossessed" (P. 112). 
However Bruner does observe that stories are; "not innocent, the surface may 
conceal a much less easy to understand reality beneath" (P. 6). There are pitfalls to 
telling such a personal story and it being read by others who will make inference(s), 
which may serve to reinforce images of "madness". These very personal accounts 
could be dismissed by professionals, as the stories emanate from those seen as 
unreliable because of the nature of their problems (Beer at al 1993). 
One alternative for self-injurious women is to have their voices heard 
by providing their own newsletter. The contents of one newsletter "Woman Making 
Waves About Abuse", (WAVES) were surveyed for twelve months, during the data 
collection phase. Whilst the newsletter is primarily concerned With abuse, the 
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correlation of sexual abuse and self-harm meant that self-injury was a feature in 
several issues (See 6(1) P5,6, Issue 2(3) P 2,3 and (4) P. 2). The unique honesty 
of these accounts possibly provide insight into the world of abuse and self-injury, 
that academic journals sometimes devoid of personal "stories"' fail to consistently 
convey. 
6.7 Summary 
The contents of this chapter have concerned a wide range of issues central 
to this thesis. Firstly, the service user who self-injures may have a greater degree of 
insight into her reasons for self-harming (in the absence of psychosis), than many 
"professionals" who are in a care-giving role are aware of. Consideration was given 
to the role of "stories" in relating the personal consequences of childhood abuses. 
The chapter has outlined some consideration of professional responses to these 
narratives, and crucial to this thesis; ways in which such narratives are received 
and utilized as tools for the interpretation of illness severity or recovery (Harrison, 
1997). A brief consideration of nursing responses and interpretations of the 
epistemological bases which nurses might usefully utilize followed (developed more 
in the following chapter). The chapter concluded with an example of the value of 
self-support and the use of personal narratives, (see methodological issues in Chap 
three). The value of women's "narratives" lies in the depth of feelings expressed 
which represent voices allowed to speak, sometimes after many years of enforced 
silence. This is a silence often broken by self directed acts of injury, rather than by 
words. How nurses attempt to work with the acts provides the focus to the following 
chapter. 
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Chapter Seven: Nursina Theorv, Expertise and Cuftina. 
7.1 Introduction-Trends and developments in nursinq. 
"There is something about the sted-stripping of a cut, which is kind of like a 
mending thing, kind of it's something that you can do'ý-(Cat specialist nurse). 
"Stay away from me you horrible creature-You might hack me" (Chris specialist 
forensic nurse). 
If consideration is given to Cat's statement there appears to be a sense that, 
despite her experience of working almost exclusively with individuals who self- 
injured, Cat accepted she did not possess total insight into the actions of self- 
injurious women. It remained difficult for her to accept that her nursing interventions 
were on occasions more therapeutic for her, than the client. On the other hand, 
Chris in the above excerpt made comment on her experience of the vulnerability 
that some of her work colleagues, and the extent to which they might become too 
involved with the clients' distress and experience emotional hurt as a result of the 
encounter. 
From these interview statements it would appear to be incorrect that health 
care practitioners, and in particular nurses who work with those who self-injure- 
possess total knowledge of their clients' motives and insights. To avoid mistakes 
completely is not possible; at best, it is a matter of a complex risk assessment 
(Ward, 1992). Some nurses might feel they possess all the required theoretical 
knowledge to care for their clients. However, when new approaches are proposed 
then a questioning of methodological foundations can inevitably result and with that 
a general questioning of the language (syntax) underlining theoretical assumptions 
takes place (Noak, 2001). 
Discussions on the nature of "knowledge" in nursing are neither new nor 
necessarily unproductive, and in the past have led to more systematic definitions of 
the meaning of nursing or"knowing" as Chinn (1988) describes it. Indeed, Chinn 
suggests that various patterns of knowing at certain stages in nursing development 
have made a contribution both to the theory and practice approaches of nursing. 
Nursing should not focus only on "one" pattern but, according to Chinn, should be a 
combination of approaches, which the writer suggests are empirics, ethics, personal 
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knowledge and aesthetics (P. 73). The unity of all these factors comes to produce 
what might be termed the practice of nursing. In the same paper Chinn suggests 
that a feminist approach might produce yet further insight into the development of 
nursing knowledge and theory as a reflection of the wider political and social 
domains in which nurses' practice. 
The contents of this chapter comprise the final review of literature felt to be 
relevant to the themes of the study that follows. Literature, which has its focus in the 
development of nursing theory, is expansive and much is not directly relevant to the 
study focus. This review is therefore selective and utilises that which seems to fit 
most closely with the development of nursing theory associated with the self- 
injurious behaviour and nursing management. As the study participants had used 
mental health services in most cases, it centres on these services, and the nursing 
care received. 
7.2 Defininq nursinq. 
How might nursing be defined? It appears a straightforward task even within 
this more limited scenario. However, nursing is multi-factorial in construction and 
likewise has assumed a largely western nursing model. Diagnosis and treatment 
by nurses has advanced in a relatively short space of time, advancing more slowly 
in general development than American nursing, where diagnosis and treatment 
have been a consistent feature of nursing practice (American Nursing Association 
1980). 
Mental health is a major component of nursing theory, and has been 
variously defined, frequently within a white nursing framework. The management of 
self-injury involves treatment where the focus of the care should ideally be largely 
interactional and based on a sense of congruity or gradual coming together by the 
two parties. This sentiment is expressed in the Dutch code of professional practice 
(1997), which speaks, not so much of congruity but rather of nursing influencing the 
patient to promote individual health. This includes their mental health or well-being. 
Hildegard Peplau (1952), whose theoretical constructions and practice were 
predominantly concerned with mental health, chose to define nursing in terms of 
therapeutic intervention, and the educative and collaborative possibilities of nursing 
during illness. In this process client and nurse work to; "share in the solution of 
problems" (P. 9). 
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However, in the 1990's, nursing in the United Kingdom defined, and 
continues to define itself, by how nursing "performs" in the care situation. This trend 
has continued to the extent that increasing value is placed on "practical skills" (NMC 
competencies) in preparatory nursing education. What emerges in acute physical 
(adult) nursing acts has been an overemphasis on ritualism, being more economic 
in both time and cost. The problem with this is that rituals can serve to provide 
nurses to an extent with an external protection, which ensures they do not get "too 
close". Furthermore, ritualistic practices can serve to maintain social order in a 
profession and can come to define the nature of care relationships in all situations 
outside of acute emergencies (Philpin, 2002). 
By contrast, collaboration, mutuality and education should be the primary 
focus in mental health and psychiatric situations. In terms of self-injury, ritualistic 
interventions, such as constant observations, can restrict patient activity, and the 
use of high levels of prescriptive and ritualistic care is unlikely to result in a 
reduction of self-injury and, according to Barker (1997) could result in; Othe loss of 
the person in the process" (P. 21). A more formal move towards definition was made 
in 2003 with the Royal College of Nursing's definitive statement, in which nursing 
remained professionally defined, with little direct reference made to patients 
themselves as practitioners. The attributes of nursing are clearly defined with the 
patient central to the process, but frequently not orchestrating it in terms of their 
own expertise. These attributes are illustrated in figure 3 following, with attributes, 
which directly impinge on the patient being shaded. The surrounding concepts are 
characteristics that have become central to the epistemological developmental 
nature of nursing theory at various points in its more recent history. 
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Orientated 
Systematic 
Health Orientated 
Art Problem 
Solving 
Patient 
Therapeutic 
Humanistic 
Helping 
Enabling 
Science 
Holistic 
Interpersonal 
Practice orientated 
Figure 3: Key attributes of Nursing (adapted from RCN 2003). 
Additionally nurses working with self-injurious women need to possess 
emotional strength to address the demands of caring for them. Individuals may, as 
a result of their mental health deficits and history, threaten to overwhelm the nurse 
with their level of need (Loughrey et al 1997; Cadman and Brewer 2001) as 
Cadman and Brewer comment; 
uff nursing is considered to be a significant therapeutic process then 
acknowledgement that practitioners must be careful in dealing with their and other's 
emotions is axiomatic" (P. 322). 
In order to advance nursing practice, not only with those who are self-injurious but 
with all who require nursing interventions, there is a need for a constant evaluation 
of existing paradigms to address emergent clinical scenarios. Self-injurious acts 
may require the development of wholly new paradigms to understand the nature of 
nursing care, and can stand alongside other professional paradigms (Sharkey 
2003). Such paradigms could usefully include a greater understanding of the 
descriptive language used by both nurses and self-injurious women. 
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7.3 The development of nursinq knowled-qe and approaches to care. 
Cat's words cited at the outset of the chapter allude to what might be at the 
core of all nursing praxis, notably that of seeking to "mend" pain. Cat is exercising a 
fundamental part of nursing, notably caring for another in distress. Throughout the 
development of nursing knowledge the definition of caring has been complex. At 
one level caring can be seen as a basic human and natural trait, with some 
historical assumptions made in the past that it is essentially feminine in nature. 
Another view however is that whilst all ongoing human relationships include caring 
"professional care" is; "a fine art that needs to be nurtured, developed, supported 
and valued" (Brykczynska 1997: 1). 
Caring, as a core component of the nurse patient relationship, becomes 
more problematic when a self-injurious woman, as a recipient of care, receives 
dissonant messages from those exercising professional concern. The self-injurious 
woman may have difficulty, due to past traumatic experience, in decoding 
messages in the care that is offered, although they may be perceptually sensitive 
as to the genuineness of the nursing concern emanating from the individual. 
Indeed, if caring is seen as a core component of nursing, is it to be regarded as a 
"duty of care" in the spirit of the Kantian ethic of the greatest good for the greatest 
number, or part of the phenomenon of human caring expounded by Watson (1998). 
Alternatively, caring for people might be founded on conscience underpinned by 
religious/moral injunction (Brykczynska, 1997). Whatever the driving force, the 
genuineness of caring offered to women who are self-injurious and utilising 
inpatient care is fundamental (Levenkron, 1998; Smith et al, 1998; LeFevre, 1996). 
It might be suggested that the history of the accepted theoretical 
development of nursing assumes that "caring" underpins the accepted paradigms, 
(see glossary) of nursing, notably the nature of nursing, how we understand the 
person (patient), their health and the environment of the individual in health or 
illness. According to Alligood and Marriner-Tomey (2003), these paradigms are 
best explained by models of nursing developed to explain the epistemological 
bases to nursing in a workable way. These models of nursing not infrequently draw 
on the work of related disciplines, for example the model of Peplau (1952) which 
emanates from her psychodynamic training. In her use of psychodynamic 
principles, she was one of the first nursing theorists to seek to explain the essence 
of the nurse patient relationship in a structured and integrated manner. 
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In another model, although not written directly for work with those who are 
self-injuring, (Travelbee 1971) a further dimension is added to one of the 
paradigms of nursing theories the concept of "patient". For Travelbee caring actions 
are those directed primarily at "people" who require professional support. Patients 
are; 'Individual human beings in need of the care, services and assistance of other 
human beings, who it is believed can render the assistance that is needed"(P. 25). 
Working in this way, patient and nurse engage intimately in a staged manner until a 
rapport exists between the two, which is the therapeutic relationship. This 
professional interaction is more complex than a purely human caring role, which 
may lack technical expertise and distance. To arrive at this stage in any therapeutic 
relationship requires a wide range of knowledge bases, including scientific 
knowledge, aesthetics, personal knowledge and an ethical framework (Carper 
1978). To understand the totality of patient needs, all four elements are required in 
the nursing response, not primarily the scientific-technical expertise currently 
dominant. 
However, as Meleis (2005) indicates, nursing is not static and exists in a 
constant state of evolutional development. As nursing moves from one stage of 
theoretical upheaval to another, different nursing paradigms assume degrees of 
prominence. Again, Meleis, echoing the work of Kuhn (1970), suggests that 
eventually one paradigm remains consistently ascendant. If the Kuhnian thesis is 
accepted, then the dominance of one paradigm of professional working indicates a 
level of maturity to that profession. Currently it is suggested that scientific 
modernism dominates nursing theoretically. However, Hardy (1978) argues this 
model of theoretical maturity cannot be true for nursing. One viewpoint cannot 
remain permanently ascendant because of the constantly changing nature of 
human needs, demands, and the varying political-social influences on healthcare. 
More specifically, approaches to the management of self-injurious behaviour 
and trauma are examples of a profession, which currently does not have a 
dominant and static psychoanalytic paradigm with which to explain the 
phenomenon. Within nursing, self- injurious behaviour was historically defined as 
exclusively suicidal. However, Fairbairn (1995) suggests suicide was gradually re- 
defined to centre on a more analytical interpretation of self-destruction, as an 
experience of anger, the cessation of which required insight and attitudinal changes 
by the client. The client would be assisted by professionals in the change process. 
In reality, in the acute inpatient wards, the nursing orientation still tends towards 
control of behaviours thought suicidal. It is based on an ill- formed, inadequate 
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knowledge of psychoanalytic theory, possibly resulting from the prohibitative cost of 
psychoanalytic training for staff. At the present time, acute inpatient care remains 
centred rather more on the maintenance of physical safety, which through lack of 
staff, not infrequently involves containment in some form. However there is general 
acceptance that complete control is not possible (Crowe and Carlyle 2003). 
Likewise, by contrast, there is now a general acceptance that self-injurious 
behaviour is largely not suicidal and this marks a change in the focus of the care 
process of nursing. 
In response both to increasing levels of self-injury across the general 
population at large (Webb, 2002), and in hospitals in particular, new approaches to 
the work are again indicated. There is a move towards planned mutually agreed 
levels of tolerance in inpatient facilities. Such models of working (see following 
section) are not yet uniformly agreed models and in certain scenarios not 
appropriate. Therefore, in terms of Kuhn's analysis of epistemological development 
of theory, the management of self-injury in nursing which utilises a tolerance model 
has not yet attained dominance. Consequently, the management of self-harm in 
general and self-injury in particular, is in an evolutionary state (Toulmin 1972). 
Likewise, Meleis's argument (2005) that as part of the evolutionary process of 
nursing theoretical development the inclusion of feminist perspectives which; 
"values the client's world ... and the client's socid-cultural and political perceptione 
(P. 155), remain very much underdeveloped. As such research into the lived 
experience of self-injurious behaviour remains under developed and not fully 
incorporated into theoretical nursing developments. 
7.4 Workinq with distress and the evolution of a nursinq theorv. 
It is a given that a positive therapeutic relationship is central to any health 
intervention (Peplau 1952). However, with self-injurious women, practitioners 
require a yet wider range of therapeutic skills with which to work. There have been 
claims of "success" for various psychological interventions in reducing levels of self- 
injurious behaviours in inpatient and other settings. Amongst the most notable are 
Dialectical Behavioural Therapy (D. B. T), Cognitive Behavioural Therapy (C. B. T), 
(see Glossary) and associated crisis intervention strategies. However, Gallop and 
O'Brian (2003) suggest that a more fundamental understanding of psychodynamic 
theory is required and at a level, which exceeds Peplau (1952), and, according to 
Gallop and O'Brian, needs to be part of pre-registration education. 
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If psychological aspects concerning self-injurious behaviour are 
experientially sited in the educational process, practitioners can experience their 
own reactions to difficult work in safe conditions before they commence client/nurse 
relationship in practice settings. The essential experience of imagining just how a 
sense of "self" can be lost for a self-injurious woman because of past trauma is 
necessary if, understanding of the related and frequent experience of "splitting" (see 
glossary) , seen in self-injurious women with borderline personality disorder, is to 
be managed therapeutically (see Gallop, 1985). Earlier, Main (1957) in a part 
research, part supervision account of the phenomenon, had earlier suggested that 
"splitting" resulting from earlier intra, and interpersonal conflicts occurs frequently 
with inpatients. Main suggested that as inpatients they had, been "allowed" to 
become, (in his words) 'special', and to control the totality of the clinical situation, 
and to subsequently divide carers. He suggests that eventually in response carers 
will turn on each other, reminiscent of the later work of Freshwater (2000). 
Splitting can be reinforced by nursing, whose concerns for client's safety, 
leads to measures not entirely understood by the patients; measures which are 
containment focussed. The inadequacy of "containment" approaches to the 
management of distress in self-injury, led to different, and potentially more radical 
approaches to care, by some nurses. These approaches required a different 
therapeutic language than the one previously used. They also require the 
psychodynamic approach advocated by Gallop and O'Brian (2003), who lament the 
devaluing of psychodynamic intervention in favour of biological determinism. Such 
an approach can produce drug-based intervention working alongside the utilization 
of short-term work, often for economic reasons. However, the trauma that often 
precipitated self-injurious behaviour requires more extended work (Crowe, 
1996). Barker (2001a) suggests that such therapeutic and interactive care should 
extend from nurses to individuals in different levels of mental distress ranging from 
acute crisis through breakdown to rehabilitation before beginning recovery and 
return to their "community". 
The assessment of such care needs should utilize client language wherever 
possible, rather than the language of the professional (Barker, 2001 [a]: 219; 
Stephenson et al 2002). From this client centred philosophy, the Tidal@ metaphor 
evolves. It is a model incorporating very client centred principles of working with 
those who; "traumatised have lost their sense of selr (P. 217). According to Barker 
(2001) when the self is at greatest risk of being "washed away" or shipwrecked, 
nursing functions alongside the individual to provide "rescue". This active 
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participation of the client in assessing their own security needs may help keep them 
from (self) destructive rocks, and should lead to a mutual security plan which 
functions to, "offset the risk of hann to self or others through direct action or 
neg/ect"(Barker 2001 [b] P. 236). The language of this model resonates with the 
safety planning approaches of the Crisis Recovery Unit (CRU) at the Bethlem Royal 
hospital. Working with self-injurious women requires active engagement rather than 
passive observation. Interventions utilising such psychodynamic approaches as 
these require nurses to demonstrate a therapeutic use of the self in higher levels of 
engagement. As such, nurses also need to be in greater control of their own 
distress or "shipwreck" (Stevenson & Fletcher 2002), if "defensive caring" is to be 
challenged, and which may be effective only as a short term acute intervention 
(Babiker & Arnold, 1997). 
7.5 The value of "Defensive Caring" in managing difficult therapeutic relationships. 
The origins of defensive caring roles have deep roots in psychiatric care 
(Gomersall 1987). With the implementation of the Mental Health Act (1959), close 
observation replaced the concept of "suicide watch", whereby nurses carried out 
suicide watches on all clients for varying periods, and a signed pass was literally 
handed to the next nurse. This original approach had enabled nurses to restrict the 
freedom of any patient if they were considered at risk. The 1959 Act required clear 
definition of whose freedom could be contained, and Gomersall suggests that 
"close observation", intended to be therapeutic, was then instituted for those 
considered at risk in any way. Such observation is common with those with histories 
of self-injury. 
With changes in practice, stemming from greater acceptance of differing 
theoretical underpinnings, nursing management of self-mutilation gradually moved 
from the basic premise that all such behaviours had a primary aim of death. 
However, interactions were not infrequently constrained by the fact that observation 
of behaviour took precedence over stated individual need. Constant observation 
continues to provoke frustration in nursing staff and individuals alike. It is a 
procedure inevitably implemented by nurses, who often are under duress. Self- 
Injurious women who have experienced these restrictions feel hopeless, frustrated, 
and demeaned by having even the most intimate of actions closely observed, 
thereby not infrequently provoking further self-injury (Burrow, 1994; Gallop, 1992). 
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Even in units where the goal of work is harm minimisation rather than 
extinguishment of the behaviour, staff initially rarely agreed about the best 
approach to achieve injury reduction (see Bunclark and O'Hare 1997). They 
gradually evolved their own theoretical approach to the management of self-injury, 
the theory being based on two premises notably; 
a) retention of personal responsibility to obtain therapeutic help, 
b) therapeutic risk taking which allows a degree of freedom. 
There is, with these premises, an assumption of shared responsibility inevitably this 
allows the focus to move to causes and away from behaviour. 
The approach stands in marked contrast to the emergence over the past ten years 
in acute admission units of a culture composed largely of observation. This culture, 
according to service users, leads them to feel contained and controlled totally by 
nursing staff (Horsfall & Cleary, 2000). Barker and Buchanan-Barker (2004) 
suggest an alternative approach, which they term "bridging", as a way of engaging 
more meaningfully with individuals in crisis, i. e. meeting them halfway rather than 
battling to control results of distress. The concept is an implied part of their Tidal 0 
model of nursing, which, whilst not being specifically focussed towards self-injurious 
behaviour, does reflect a more positive empathic feature of nursing theory and 
practice, which appears necessary when working with self-injurious women. 
7.6 Nursinq approaches to workinq with self-iniurious women. 
Empathy and sympathy have long been associated with medicine and 
nursing. Truly empathic responses are not based on emotion alone. Rather, they 
develop as a result of cognitive understanding by the professional of what the 
individual requires to return to a state of health and balance (More 1994). However, 
where clients have been sexually traumatized and as a result have developed 
disordered personalities, reactions are evoked in nurses and other inpatients, which 
can lead to them to the use of the label of manipulation. As a result they receive 
less empathic understanding of their problems (Bowers, 2003b). The question 
remains why clients in general, and women in particular, who have difficult 
personality problems frequently become labelled manipulative (Bowers 2003a). 
Bowers suggests encounters with these patients profoundly affect the lives of 
nurses to the extent that; 
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ucontact with personality disordered patients cause nurses to adopt such an 
interpretational scheme both inside and outside work..... such that nurses started to 
habitually seek out and impute manipulative motives to others (their friends, marital 
partners, social acquaintances)" (P. 327). 
Bowers proceeds to suggest that a "triple challenge" (P. 327) exists when working 
with self-injurious patients, the challenges being that of understanding the 
behaviour, naming the behaviour and inhibition of personal feelings. These 
challenges he suggests, are additional to long held problems for nurses concerning 
their personal reactions of anxiety, guilt, anger and even retaliation noted earlier by 
Sebree (1991). 
Pawlicki (1993) whose work predates Crowe & Bunclark (2000) suggests 
that, prior to the integration of a new model of working, certain focal points exist 
which require consideration before working with self-injurious clients, these being: 
1) Modulation of nurse-patient relationship 
2) Affect regulation-including management of anger 
3) Interpretation of arousal state(Prior to self-injury) 
4) Controls on how to work 
5) Wound care 
6) Defining the difference between selfýharm and suicide 
7) Management of ward milieu. 
Crowe and Bunclark (2000) expanded the theoretical basis and changed 
their clinical focus of work at a time when risk management was dominant. Risk 
management can inhibit therapeutic work if not implemented sensitively. In the long 
term, their change brought about an increase in the levels of harm toleration in their 
clinical setting. This increased level of toleration by all the staff was founded on the 
principle that residents were offered increased contacts to find alternatives to injury, 
rather than having the experience of being nursed in an environment of 
containment by "observation" which was ultimately impossible to attain. The 
underpinning theoretical principle of the care is "containment within boundaries", 
with expressive work being utilised to find alternative emotional expression. 
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"Handing in of blades to staff" became part of the client work of re-establishing self- 
control. What ensues when self-injury occurs is that; 
"staff take a mid-line approach, being neither dismissive or punitative, nor 
extremely comforting or alarmed, residents are assumed to care for their own 
injuries as much as is possible" (Crowe & Bunclark 2000: 52) 
Such approaches, according to Clarke & Whittaker (1998) were not necessarily 
dependant on highly complex nursing therapies, but rather require that the 
response of nurses to acts of injury are; "tolerant of the inexplicable, open to new 
learning and, ultimately, informed by service users themselves" (P. 136). 
In the preceding literature was there no evidence present of these "no harm 
contracts" for self-injurious behaviour, although these are frequently applied to 
residents admitted for other types of self-injurious behaviour such as alcohol 
dependence problems. Hence, contracts do not usually form part of treatment 
protocols, but are more subtly applied in a rewards based approach. It may be that 
contracts are a valid approach, with units in the United States utilizing them. 
However, there is a difference in the element of pre-admission consent. Therefore, 
a direct comparison could not be drawn with substance dependence clinics and a 
voluntary admission to a unit, which states on entry what behaviours are and are 
not permitted by residents as a condition of remaining. Indeed, the effectiveness of 
contracts in reducing self-harm (including self-injury), and completed and attempted 
suicides, correlated negatively in the study of Drew (2001) and currently they do not 
uniformly form part of the nursing management of self-injury in all units in the United 
Kingdom at this time. 
What appears to be a more consistent feature of current nursing 
approaches to self-injury, is the notion of a security plan with what Barker and 
Barker-Buchanan (2000) term, "levels of engagement". These terms of engagement 
take account of how much the client brings; "something of the wolid into the mental 
health setting or, [has] something in that world of experience which has bought the 
person into care" (P. 32). Whilst Barker and Barker- Buchanan developed this 
approach as a general theoretical framework for working with those who are 
mentally distressed, the self-injurious individual has the same requirements for 
understanding. High amongst these requirements are experiences concerning self- 
perception and experiencing a lack of sensitivity from others in perceiving how they 
understand themselves and their body's post-traumatic abuse'(Salter 1995). The 
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penultimate part of this chapter considers literature relevant to nursing utilisation of 
the concept of embodiment. 
7.7 Nurses understandinq of "embodiment" in relation to self-iniurious behaviour. 
It is accepted by most health care professionals that self-injurious behaviour 
carries different meanings for different people at different times, even different 
messages (Simpson, 1976; Shapiro, 1987; Walsh & Rosen, 1988; Miller, 1994; 
Arnold, 1995; Favazza, 1996; Gardner, 2002). On closer examination in much of 
the literature surveyed for this study, the emphasis appears to be a more 
definitional focus on the meaning nurses ascribe to the act. There is it appears, 
lesser focus on how nurses understand, or have awareness of the "body" as a 
spoiled identity, and what it means for women. Therefore, Barnes (1985) still 
describes self-injury as a "cry for help" and a means of control over professional 
responses. However, Barnes does indicate the possibility of gender related 
differences. Where gender is a factor in nurses' responses to victims of sexual 
assault in childhood (linked with self-injurious behaviour) by 1996, Boucher and 
Gallop were suggesting that psychiatric nurses were positive in their attitudes to 
rape and sexuality, and less likely to ascribe blame to the women concerned. 
Nevertheless, the study does not specifically record any notion of interpretation of 
women's bodily acceptance, or the concept of embodiment (explored in an earlier 
chapter). 
Clearly, some improvement is desirable in this area of preparation for 
practice. At present, provision in this area is deficient, with some nursing students 
receiving little or no education as part of their professional training, (McAllister et al, 
2001; McAllister & Estefan, 2002). The latter make a convincing case for teaching 
the utilization of principles of dialectics, the constant juxtapositioning of opposing 
forces in the individual, to aid teaching and interaction. They suggest this might help 
nurses to experience how those who are self-injurious constantly battle with internal 
forces within their psyche to control actions. It seems nurses desire to accept the 
clients with whom they work (unconditionally); yet have to exert some control in 
trying to extinguish the behaviour, resulting in both sides being unwittingly caught 
up in this dialectic. The authors then go on to suggest that within nursing education 
a greater degree of emphasis needs to be placed on "body work" so that students 
might acquire greater knowledge of how self-injurious women perceive their bodies. 
Literature in this area is limited in respect of nursing. The perceived limitation of 
nurses' understanding of embodiment literature and the relationship of embodiment 
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to self-injurious woman by the nurse is the basis on which the study, which follows, 
is founded. There was felt to be a need to explore this in more detail and seek to 
offer some explanation for the relative paucity of published materials. 
7.8 Summary 
This chapter concludes the review of literature relating to the chosen study. 
It has sought to explore the nursing experience and understanding of issues related 
to self-injurious behaviour which are not concentrated on treatment, causation and 
diagnosis. In addition, contained in this chapter, is a discussion of certain definitions 
of nursing related to self-injury and some historical and theoretical developments 
relevant to the study. 
Various approaches to care have received consideration in addition to a 
brief review of major milestones in the development of nursing approaches seen as 
relevant to engagement with self-injurious women. In order to accomplish this, 
some focussed consideration was given to the nature and definition of "caring" and 
development of theories of care. The defensive nature of nursing care with self- 
injurious women, and alongside it attempts at less defensive work with self-injury 
that were likely to require more controlled risk taking, were themes, which emerged 
from the study, which follows. 
Finally, empathic responses of nurses and the affective challenges of 
working with self-injury were appraised, alongside the relative lack of teaching 
concerning embodiment and attempts to understand how abuse survivors perceive 
their bodies. These responses are the basis of the study described in the following 
chapters, which focuses specifically on the nature of language and meaning for 
women who self -harm, and the inferences nurses make about those 
communications. 
III 
Eight: "Experts by Experience, " "Experts" and Testimonies of Self-Iniurious 
Behaviour. 
8.1 Introduction, 
"My body was like a canvas that would describe how / was feeling, the things I was 
doing, it would describe my battles and all sorts" (Diane). 
This chapter outlines findings from a study of two groups united by self- 
injurious behaviour as either personal experience or from having a professional 
relationship with women who self-injure. Results are derived from four phases of 
data gathering, as described in chapter three. The process of examining data 
obtained from different groups and in different formats is complex. Similarly, 
presenting personal accounts in a manner, which does not dilute the power of 
spoken and written histories, is challenging. Keeping those accounts faithful, but 
within limits, has been recognised as "the agony of ornitting" (Kirby & McKenna, 
1989: 160). In addition, consideration has to be given to other factors outlined by 
Kirby and McKenna as: 
Difficulties of giving equal weight to each data Bibbit (see glossary) 
> Concerns about forcing data analysis 
Risk of decontextualizing the data under consideration. 
The challenge is to report such individualistic data in a manner that achieves this 
task within reasonable limits and without obscuring either the voice or the impact, it 
contains. Additionally, decisions have to be made concerning the number of coding 
interrogations reported to avoid obfuscation and loosing the "voice" in reported 
data. 
Initial interviews with three "EREV served to establish the viability of the 
study as the women recounted their stories to the researcher. Consideration was 
given to exactly how this study would contribute to the already extensive volume of 
published research on self-injurious behaviour. From the outset, it appeared that an 
examination of the underlying issues and the language used to describe acts of 
cutting provided this contribution. At this stage, the researcher was keen to 
understand what happened to women at the time when they were self-injuring, in 
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terms of emotional experience. Gaining this insight produced initial difficulties. The 
researcher had difficulty in striking a balance between wanting to keep the interview 
in process, trying to ascertain what was happening in the interviews, and an 
awareness of emerging categories and themes. 
At the outset both groups are considered, commencing with the "Experts by 
Experience" (E. B. E) interviews and concluding with personal testimony accounts. 
This precedes later data interrogations, which are summarised as complexities and 
use a slightly different procedure. The use of personal testimonies allowed the 
comparison of oral and written accounts of self-injurious women. The testimonies 
offered very personalised accounts of feelings at or around the time of self-injury, 
therefore enhancing the richness of the data. The stages of analysis are considered 
for each group, which then provide the basis for the following discussion and 
conclusions. This approach to the presentation of data allows findings to speak for 
themselves with minimal infringement of other voices on them as Strauss and 
Corbin (1990) state; 
"The philosophical principle, underlying this approach is that by presenting 
this faithful account the researchees biases and presences will not intrude upon the 
data. In this perspective, the researcher's scholarly obligation is to hear and report, 
somewhat akin to a Journalist" (P. 2 1). 
The principle links with that of Blaxter (1993), who suggests that an 
individual's story of their illness may have little in common with professional 
constructions based on epidemiological diagnostic categorising and viewed in 
isolation from their experiences. Social and personal factors influencing an 
individual's construction of illness require a parallel examination. Making enquiries 
of "EREV concerning causative influences on their self-injurious behaviour, was 
not a major question for the study, as it was felt such questions might detract from 
the questions outlined in chapter three. Similarly, survey methods on nurses' 
attitudes would have detracted from the purpose of examining in detail the 
language of injury. The chosen approach still produces rich data sources but has a 
propensity to loose the power of the individual voice. Blaxter managed this problem 
in her study by providing an examination of the reasons for women's current health 
problems in the context of their whole life experience. Using this approach, she 
succeeds in creating a rich tapestry of experience and explanation. Her approach 
led to the creation of a set of themes all of which provided an explanation of 
women's conceptualisation of their illnesses. The realities were not always couched 
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in academic conceptual frameworks, but were nonetheless valid in gaining a wider 
picture of the phenomenon. As Blaxter states; uPeople reconstruct biomedical 
constructs in the light of their own biographies" (P. 141). 
This study records an attempt to examine a nursing/medical clinical situation 
utilising an approach in which the construction of personal biography is central. 
Hence, similar approaches to the data are maintained for both "EREV and "E's". 
Wherever possible, examination commences with data detailing relevant personal 
and self-injury biographies, either as individuals who self-injure or as nurses who 
encounter the phenomena. Following this, results of different stages of coding are 
summarised, and a more summative discussion and analysis is detailed in the 
following chapters. 
8.2 The "Experts by Experience" 
High levels of self-injurious behaviour in young adults and children have 
been previously recognised (Connors, 1996; Conterio & Lader, 1998; Sneed et al, 
2003; Wilhelm et al, 2000). Indeed, The Priory Hospital, which runs a clinic working 
with young people, estimates that as many as one in five girls aged 15-17 harms 
herself. This is based on a survey of 1000 young people between the ages of 12- 
19. Applying these statistics to the general population, the team at the Priory 
suggests this would produce figures in this age group of 800,000 adolescents who 
self-injure in some way per year. Muehlenkamp (2005) suggests that in general 
many figures are inaccurate as result of self-treatment; therefore, all published 
surveys are likely to underestimate incidence. 
The group in this study have similar characteristics, and are very similar to 
adult groups reported in studies cited above, apart from ages. However, they 
display high levels of self-injurious behaviour, which commenced in childhood and 
adolescence. Initial analysis of interview and subsequent testimony data includes 
biographical details and indicates self-injurious behaviour present in some when 
they were very young. Whilst substantial levels of detail emerge at this stage of 
interrogation, only those most relevant to the thesis are included. 
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8.2.1 "Background" details. 
(For this section both TRE data sources are considered together, interviews and 
testimonies). 
The age at which self-injurious behaviour (S. I. B) commenced in the sample varied, 
but in both interview and testimony a considerable number commenced self-injury 
in childhood or as a young adult. The ages are indicated in figure one (appendix 5). 
The stated ages of onset of self-injurious behaviour for"ERE's" in the 
testimony group indicated some similarities and some differences. Some indicated 
that cutting did not commence until the women were in their forties. There were a 
higher number indicating no stated age, but this may be as much to do with inability 
to obtain the age as a result of the source as much as any definitive difference. 
Where age has not been specified, this is assumed to result from information not 
being available, as opposed to being specifically withheld. In this group stated ages 
indicated two older woman commencing self-injury later in life, but the age of onset 
remained relatively young. In certain cases, one "Bibbit" of testimony provided 
several sources of age related information. Hence, the following information in 
terms of numbers reflects sources rather than the number of "Bibbits". This 
information is contained in figure two (appendix 5). 
The "E. B E" group were self-injurious for varying periods. In the 
interviewed group, the stated number of years ranged from four to twenty-nine 
years of self-injurious behaviour before self-injury ceased. The women in the study 
who described themselves as self-injurious , had last done so in a period ranging 
from 15 years ago until the time prior to the interview being conducted. This 
information is displayed in figure three (appendix 5), and indicates given frequency 
of each stopping age in the interview group. Three stated that they currently still 
self-injured occasionally. These respondents did not state the current frequency of 
self-injury and their silence was respected. 
Where it was possible to determine the length of time when women had self- 
injured in testimonies, the range was from one to thirty-three years. Twenty-six of 
the women did not state the number of years in testimony samples. With the nature 
of materials being utilised, this information was not always recorded in the 
accounts. However, within this sample, there are indications that once the 
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behaviour commenced it might remain for substantial periods in women's' lives. 
Testimony materials contained only three direct statements that women had 
stopped self-injurious behaviour. It was not always possible to ascertain the age of 
stopping from these accounts. Where self-injurious behaviour had ceased, the age 
when this occurred was wide ranging. The reported age of stopping for those 
interviewed electronically or face to face, ranged from fourteen to fifty-two. 
In addition to self-injury, other patterns of self-harming behaviour were 
evident in women who were interviewed, either face to face, or by electronic means. 
This data was not available from the testimonies. This was the result of only specific 
incidences of self-injury description being utilised in testimony accounts and 
therefore other described methods were not coded if they occurred concurrently, or 
at all. Other self-harming behaviours in the interview group included alcohol abuse 
(three) overdosing with over the counter medications (OTC) (seven), overdosing 
with prescribed medications (psychotropic or otherwise), (three), bathing in diluted 
bleach (three), and eating washing powder (one). In addition, five women reported 
food as an agent of self-abuse. Of that group, one specifically over ate as self- 
harm, whilst three women reported deprivation of food intake as their abusive 
behaviour. The remaining woman had periods of starving or bingeing. In the 
interview group, seven stated there had been occasions when their acts of injury 
were undertaken with the specific intention of wanting to die, which was not usual 
for them (they felt). A further two women stated that at this stage they could not 
remember whether at the time of a severe act of injury they had intended death. 
Of the women in the sample who had contacts with psychiatric services (six) 
the length of that involvement in terms of years ranged from one to thirty years. One 
woman had only minor involvement via an assessment interview with no further 
formal follow-up. The mean number of years of contact with services where 
relevant, totalled ten. Three women had been subjected to detention under 
provisions of both the 1959 and 1983 Mental Health Acts. One respondent reported 
detention on 27 occasions. However, she could not confirm whether she had been 
"legally detained" or just stopped from leaving the building. This procedure was 
frequently invoked until the 1959 legislation changed making such detentions 
inappropriate. Five of the women were clear they had never been formally detained. 
However, one of them remained unsure whether she was subject to recall under 
provisions made for community care. Three of the sample had been detained in 
usecure" provisions, which ranged from detention in "special hospitals" (see 
glossary) to adolescent and adult wards, which had higher levels of security but 
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remained outside the forensic/special hospital provision. This was seen as 
important in that different attitudes to their self-injury occurred in differing types of 
provision over a period of years. 
Within the "E. B. E. " group, both interview and testimony evidence suggested 
that childhood sexual and emotional abuse existed extensively. In the testimony 
group this was rarely stated directly, but there was clear inference in the women's 
statements concerning vulnerability and the existence of deep emotional pain. The 
researcher did not make a direct association between self-injurious behaviour and 
past sexual abuse without substantial verbal or written evidence being present. Of 
those interviewed seven specifically recorded that they had experienced sexual 
abuse in childhood, with a further two either not being certain, or able to state 
reliably that it had occurred. If abuse occurred, the respondents stated ages ranging 
from three to 14. This suggests that the study of Mullen et al (1993) which indicated 
similar levels of incidence remains valid. Eight respondents, who stated they had 
been sexually or emotionally abused, stated in addition that it originated with a 
family member. Six of the total group also reported histories of adult rape, which 
they considered contributed to subsequent self-injurious behaviour. Rape in this 
context was additional to rape which had occurred within the family group, and 
which was perceived as separate from childhood family abuse as the individual was 
older when this happened and described it as such. 
8.2.2 Contacts with "Experts" 
The entire interview sample, and possibly some of the testimony group, had 
contacts with health care practitioners following acts of self-injury. They indicated 
that they felt the seriousness of the cuts was the reason for seeking such 
intervention, or where they felt self-injury was beyond their control. For this group, 
control was interpreted in a different way from the Experts ("E's") group; a point 
considered in more depth in subsequent data analysis and coding. However, 
availability of "wound closures" for purchase at chemists may mean that nowadays 
not all the women would visit a health care practitioner for management of injuries, 
and would self-manage injury. 
It was apparent from the initial interview that women with histories of self- 
injurious behaviour had past unsatisfactory encounters with nurses, which had 
included punitatively labelling as "aftention-seeking". The expectation that this might 
happen with a (nurse) researcher influenced some of the interactions in interviews. 
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Indeed, one woman indicated her uncertainty as to whether self-disclosure was 
appropriate in the interview. Statements were made in other interviews, which 
indicated long held doubts and suspicions about the response that might be 
received from nurses. One woman said in reply to a question from the researcher 
concerning the definition of self-injury; 
"in my case self-induced abodions. It (cutting) makes you an outcast no one wants 
to know. I was punished which meant I punished myself.... 1 do it for 
attention.... misbehave and I'm back in seclusion ... put back for being bad" (Jill). 
Later in the interview, she indicated she planned to; 
"Go out from here and kill xxx (husband) and the kids xxx (names) quietly and 
kindly and weW all be together and could all go togethee. As the interview took 
place in a secure unit, this was clearly improbable, but it did appear to be a test of 
the researchers' response in that she also asked if I would be going back to see 
her again. This proved to be impossible as she was transferred to another hospital. 
Other women interviewed at this time indicated either an ambivalent relationship 
with nurses or one of complete anger and mistrust. So, uDebs" said; 
"nobody did ask me about it. It pleased me as (it) was one thing they couldn't stop 
me doing". 
It seemed as if a battle was taking place, when the patient was able to keep 
something from the nurses. It was almost a victorious act or a "guilty secretive act" 
(Diane). On the other hand, the third interviewee whose early abuse left her with no 
self-esteem and performing multiple major acts of self- injury on a regular basis in 
secrete, was adamant that nurses' responses' served only to make her feel more 
desperate; 
uNurses should be more compassionate they should, they should never say to a 
self-harmer that they are attention seeking, because it is an inner torment, and they 
should reach out to that individual instead of scolding them, reach out to 
them" (Susan). 
An early thematic analysis of the first interviews of "ERE's and "E's" in the study, 
produced five significant areas of responses which are examined below indicating 
how the women understood both their own, responses to self-injury and the 
responses of "E's" to their actions. These provided commencing points of analysis 
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and coding, which were re-visited with later contributors to the study. The "E" group 
themes are examined in a later section. 
i) Anger. 
Anger was described by the women in a variety of forms, some reporting 
their own self-directed anger, and others suggesting that their actions provoked 
anger in the "E's". "I think they saw it as me being aggressive" (Debs). 
To cope with the anger, which usually preceded her self-injury Susan commented 
that services needed to provide outlets for creative expressions of anger, for 
example sculpture, and that she might then be able to direct her anger elsewhere; 
"/ could go in the garage and really hammer the metal and the welding. If I was 
angry / could put a hole through it and not in the arm, you know what / mean"? 
For Jules the anger of cutting was a self-directed anger. It was impossible to direct 
it at the person she felt deserved that anger, her dead mother, whom she said; 
"never acknowledged the fact she drank too much untY she died". 
ii) Self-hatred. 
Early in the interviews of the "EREV self-hatred emerged as an emotion 
frequently evident either before, during, or immediately after an act of self-injury. It 
was mentioned by seven of the nine interviewees, and was similarly a major part of 
E. B. E. testimonies. The depth of self-hatred was graphically described by some of 
the women in the interview and in subsequent testimonies. Both Susan and Anna 
used graphic details to describe this hatred. It was an intense anger, which was not 
seen in the same way by "E's". 
Susan says; Blood oozing was a relief of the filth and shame ... no one asked me 
why / did it... Ijust hated it. You know / hated it (my body) my slashing behaviour 
and the aggression due to my gross obesity". 
Susan hated her body with such an intensity she deliberately over ate until 
she weighed nearly 30 stone at one time. Anne who under ate, provided another 
perspective on body hatred. She stated this as one of the reasons that precipitated 
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her self-injurious behaviour. Likewise, Anne stated that when she felt she wanted to 
cut herself was told by a nurse therapist to; " 'Go home and have a bath'- (/ 
thought) you don't know what the hell you are talking about, you are asking 
someone who actually doesn't like their body to go and sit in a bath ... can you 
imagine that? " 
iii) Suicide and attention seeking behaviour. 
In the initial thematic analysis, the majority of the "E. B. E's" in this sample 
perceived self-injurious behaviour as a means to maintain life rather than end it. 
There were times however, when as was stated earlier, this was not always the 
case. Sometimes the despair of past trauma was so acute that life seemed 
impossible. Equally, a suicide attempt might have been made, in response to 
periods of extreme low mood and depression. The reasons for such attempts were 
not clear from the interviews in this study. For most self-injurious behaviour 
functioned to preserve their lives, and certainly, it was seen as a means of 
preserving mental health. For some it appeared a hard task to convince nurses of 
the truth of this statement, especially as clearly there were times when injury was 
severe enough to have raised questions with health providers as to the purpose of 
the act. This led Diane to state very clearly that for her self-injurious behaviour was; 
uThe opposite of wanting to [die].. at that time it was a way of staying alive and that 
was what / couldn't seem to get across to these people who were there to treat me" 
Diane also recalled some very ambiguous statements/messages that occurred at 
this time. Staff seemed to send out mixed messages concerning risk, on the one 
hand acknowledging the 'threat' of such behaviour, but simultaneously dismissing 
the behaviour as'time-wasting'; "wasting our time (cutting) was dismissed as 
attention seeking behaviour ... But you do know you are a[suicide] threat, which 
was not at the time". 
Indeed, all nine interviewees had experience of being told that they were wasting 
staff time. Refusals to accept that suicide was not a primary motive in a variety of 
care situations, led to the women engaging with nurses in a kind of power battle as 
to who had control of their bodies and how they felt about them. This power over 
the "E. B. E's" was sometimes a legal reality, but not infrequently, it appeared as a 
perceptual control by the "E's". The result led to psychological baffles between the 
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two groups. The danger arising from this was that all nine women reported that at 
one time or another their emotional life was in such disarray that they did feel 
suicidal on at least one occasion. However, they were then dismissed as "attention 
seeking", a point made by Connors (1996) who stated; 
"Although self-injury may appear to be similar to suicidal gesturing, it is 
essentially different in that the individual is attempting to manage intense internal 
and external experiences in order to avoid suicidality. Unfortunately, self-injury is 
often confused with suicidality and treated as such, to the dismay and 
discouragement of both clients and professionals (P. 199). 
The insistence that self-injury was always an attempt at suicide along with 
resultant battles to stop self-injury, emerged as a major feature of early "E. B. E. " 
interviews, and this perspective will subsequently be considered from the "E's" 
perspective. 
iv) Way of life. 
At this first stage of coding all but two of the E. B. E's commented to the 
effect that self-injurious behaviour was a way of life. Indeed Diane said that; 
"Cutting became a friend, it was an absolute friend, yeah I was devastated when 
stopped-bereaved, yeah bereaved" Other statements subsequently recoded at a 
later stage of interrogation indicated, that to the women self-injurious behaviour was 
a necessary way of life. They cut to eat (Anne), to cut out pain (Jill), and Reah cut 
to take emotional pain away and when she was not self-injurious, had no other 
means of removing pain. Reah said; 
"/ certainly felt / don't have any other choices.... So the only thing you've got to do 
is going to give yourself so much physical pain to make the emotional pain go 
away". 
For Jill it was; "Cutting off painful feelings, I cut to cut off the feelings of abuse and 
pain, it blotted out the pain even for a minute or two it was worth it. " 
v) Bodies. 
Early in the data collection, there were indications that the women had very 
graphic images of what they felt in their bodies at the time of cutting. Anne 
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described a; "Sense of warmth (not eating and feeling very cold) but this made me 
feel warm. Anne then described her feelings concerning her relationship with her 
body using a phrase given to her by a friend to explain their feelings. Anne said; 
"The French have a saying about self-injuiy. People that self-hann are people that 
are uncomfortable in their skin" 
The scars that were left because of cutting were part of the reminder system 
engraved on their bodies to make sense of what had happened in their life. Anne 
described them as; 
"A reminder of my history or where I've come from and in some ways I can lean on 
if I am feeling vulnerable. This is how I am going to cope". 
At the early stage both of interviewing and prior to consideration of the "E. B. E. " 
testimony, there was little direct reference as to what was helpful from nurses after 
an act of self- injury. One (Gill) commented that nurses who were kind and 
concerned were few. The breakthrough for her came from one person, who rather 
than just performing first aid enquired beforehand; "May I tend your wounds"? 
At this stage, there was an inference that the interactions were not 
therapeutic and contributed to further negative thinking about their bodies. For Gill, 
this simple act of therapeutic communication initiated her healing. It will be seen 
that this concept of negotiated wound tending linked with statements of some of the 
uEs" who felt that first aid might contribute to mending bodies. This was a feature of 
the unit where much "E" data was gained. It provided a stimulus to proceed to 
further more refined coding and grouping of data and interrogation of the properties 
of these larger and more complex groupings. Hence, initial consideration of "E" data 
now follows. This process occurring to an extent in parallel with the "ERE" group, 
but additionally themes were also emerging, whilst those developed earlier were 
becoming, in a grounded sense, "saturated" and ready for further analysis and 
coding. 
8.3 "The Experts" 
Clarke and Whittaker (1998) refer to acts of umoderate self-harm in the 
context of psychiatry as acts which; "provoke intense reactions amongst nursing 
and other professionals" (P, 129). They go on to comment that whilst moderate self- 
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mutilation may be a cause of angst to the women who are self-injurious, in that 
emotions associated with such an act are rarely moderate, such a term is "less 
"objectionable than cutters and burners" (P. 129). However, it would appear that the 
professional group of nurses probably have the greatest contact with self-injurious 
women, are possibly the least well educated as a group in terms of specific training 
to contain the women's distress. Certainly, they are likely to have been so in the 
past (McAllister and Estefan 2002). It is not surprising therefore that even though 
nurses may have many encounters with self-injurious behaviour in the course of 
their professional lives, many feel inadequate and ill prepared to deal effectively 
with the behaviour and may even resort to retaliation because of the threat levels it 
arouses in them (Sebree and Popkess-Vawter 1991). Huband and Tantum (1999) 
found little consistency existed in what might be the most helpful management 
strategy other than regular discussion between the staff involved with self-injurious 
clients. Alongside this, they concluded, "that the ventilation of unexpressed feelings 
amongst the client group was most helpful" (P. 493). The study of Huband and 
Tantum, worked on that premise but additionally noted the characteristics of a 
group of staff with differing levels of experience in self-injurious behaviour, which 
also included their own self-injurious behaviours. The question being considered in 
following sections is, "what are the professional and personal characteristics of the 
"Experts" ("E's") in the research being reported? Additionally, do these 
characteristics have any significance for language and other responses offered to 
women similar to those reported in this study? 
8.3.1 "Background" details. 
The ages of the "Experts", (E's) are recorded in chapter three along with the 
number of years that they reported working with self-injurious women. At the outset 
of the interviews, they were not specifically asked about their involvement with 
women but, as the interviews progressed, interventions with women who were self- 
injurious became the prime focus. As previously stated the sample was a mixed 
one. In terms of the sexual orientation of the uE" group three identified as 
gay/lesbian, five were married; this information was given voluntarily and not 
requested by the researcher. The issue of sexuality emerged with significant data 
"Bibbits". However, in relation to the question of how they emotionally related to 
women who self-injured, five of the "E" group reported that they felt what might best 
be described as protective feelings towards women, and the men felt fatherly in. 
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their approach to women. This is an interesting observation given that this response 
was not experienced in this way by any of the women in the group. Clearly what 
was being communicated by the nurses, was either unsuccessful, or was 
interpreted quite differently by the women. Matt observed; 
"When it's a female in addition to that, there is the thing that you feel slightly more 
protective, because you might be a few years older, so there is that ufatherldaughter 
protective thing" or it might be your little sister. 
Eight of the "E" group reported having overheard poor communications 
occurring with self-injurious women, and only one specifically recalled an instance 
where good communication was evident. This same nurse was adamant that 
therapeutic communication involving a degree of honesty was an absolute 
necessity when working with self-injurious women. Ron recalled that he tried to 
speak with an element of mutuality to form a therapeutic relationship or strategy. He 
recalled his approach as being; "Can we work with you to find a way of, of you're 
getting in touch with your distress, our understanding it, but to be able to express it 
in a way which doesn't harm yourself, and I suppose doesn't harm us too much" 
A further ten commented on the necessity of a therapeutic relationship when 
working with self-injurious women. One of them (Chris) was adamant that the 
therapeutic conversation was an alliance, having the purpose of helping the women 
understand her feelings in a less damaging way. The respondent said, "There's a 
partnership, you are in this with that person, you are in that space with them. 
Helping them understand for themselves what the self-injuring is about you know. 
Helping them to articulate what is unspeakable. To connect with deep feelings that 
have been held down or not connected with". 
Length of experience with self-injurious women was not proportionately 
related to the length of time qualified as practitioners. Indeed one worked in a 
specialist unit from the point of qualification, was interested in women's health 
problems, rather than self-injury per se. Her interest had been aroused as a result 
of a specific clinical lecture whilst a student. Personal empathy appeared to be a 
motivator for this nurse; 
"/ suppose / can identify in some way with emotional problems, rather more than I 
can identify with someone with schizophrenia. Therefore I can feel slightly more 
empathic because you know I know what it feels to feel huff, feel pain or whatever" 
(Clara). 
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In terms of managing self-injurious acts, eight of the group had direct 
experience of supplying first aid. Whilst ten of the group thought experience of 
working with self-injurious women would change personal attitudes, only six of this 
group had directly managed any mutilative acts. It was noted that six of the total "E" 
sample were practitioners in a specialist unit working with self-injurious behaviour, 
and only one of the nurses in a forensic practice setting had reported that they had 
managed an injury directly. This is not to say they had not, but that it was not a part 
of the interview. The time span over which the "E's" had qualified was wide 
ranging, and similarly the types of qualification and level ranged widely. On 
interrogation of the data, not all post-basic education (see glossary) related directly 
to work in the areas of self-injury, so a direct causal link between attitudes and level 
of post-qualification training could not be assumed in all cases. 
The qualifications of the "E's" are indicated in figure four (appendix 5), and 
where specified the highest level of academic attainment is indicated. Obviously 
some fall into more than one category. Not all practitioners had the opportunity to 
obtain a university based basic education until pre-registration training was 
absorbed into higher education in 1989 (Project 2000). Some practitioners were 
pursuing some postgraduate education, which related to clinical work with self- 
injurious clients at the time of interview. Whilst two are indicated as having doctoral 
qualifications, only one of these possessed a doctorate in a relevant subject for 
mental health service users. 
The "Experts" practiced in a variety of areas, some of which directly 
concerned self-injury (see figure five, appendix 5). Other"E's" either worked 
directly with self-injurious women within the context of psychiatry or they 
encountered self-injurious women in their professional working lives. In one case, it 
was as a direct result of being a nurse, in addition to personal friendship. The length 
of time of involvement ranged from one to fifteen years of direct contact. Personal 
non-professional contact time ranged from one to ten years. Some of the group 
had experience in more than one type of work, and reported on these in addition to 
current work situations. The type of work history was of significance in terms of the 
formulation of their views and interpretation of the language of self-injurious 
behaviour. At the time of interview, all but one member of this group still had direct 
contact with people who they knew to be self-injurious. This member had strong 
verbal and psychological cues that the individual remained self-injurious with no 
direct evidence at the time of interview. 
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In the "E" group, the definition of self-injurious behaviour was poorly 
understood in relation to published literature. The "E's" working in a specialist area 
had the clearest definitions but even they exhibited variations in their 
understanding. What was interesting was that the entire group were able to define 
their own self-injurious behaviours. Much to the researchers' surprise, this included 
two who, at one time had cut themselves. Some clearly utilised several self-defined 
harmful behaviours themselves and were much less singular in choice of behaviour 
than the "E. B. E" group. Their results are indicated in figure six (appendix 5). 
The uExpert's" had varying personal reactions to the women's self-injury 
these are explored in greater depth in the results of the second and subsequent 
interrogations of data. These reactions, although different by definition, are 
considered alongside the "EREV, and are central to the interrogation of the data 
at level three and the final level/findings. However, some indication of both the 
range and incidence of reports are summarised at this stage before the results of 
thematic analysis which parallels the uERE. " group is considered. The summary of 
their reactions are indicated in figure seven (appendix 5). 
As with the "EREV certain indicators were evidenced by "E's". These 
concerned the causative factors they felt significant in the self-injurious behaviour of 
women and men alike. However, interviewees largely did direct the majority of their 
comments towards women. Seven of the group of 14 felt they sincerely tried to see 
beyond the "cutter". This was linked to the fact that of this group of "E's" ten felt 
women had been damaged by past abuse. Some of the group expressed a view 
that they felt the women saw themselves as "out of control" of their emotions which 
were ascribed to their past abuse (emotional, deprivational in addition to sexual). 
Nine were of the opinion that the family were in some way or another dysfunctional, 
and staff felt that fact played a large part in women's self-injurious behaviour. 
Finally, the "E's" were asked concerning the therapeutic interventions (see 
glossary), they had utilised with self-injurious women, and what Lhey felt effective. 
Not all the "E's" necessarily had facilities to utilise psychotherapeutic interventions. 
This may have improved since this group were interviewed in line with government 
initiatives to improve the management of self-injurious behaviour in both women 
and men (N. I. C. E, 2004). It is interesting that the "E. B. E. " group had different 
experiences of interventions from "E's" apart from the use of seclusion. They 
actually reported experiencing few of the interventions indicated in figure eight 
(appendix 5). 
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These themes will be addressed in later analysis when the coding process 
is outlined in greater depth and complexity and related more directly to language 
used by "E's" with "ERE's". This section concludes with this information, prior to 
consideration of the early thematic analysis paralleling that of the "E. B. E. " group 
described earlier. 
8.3.2 Interactions with E. B. E's 
Initial interviews with the group of "experts" produced larger numbers of 
interviews at this stage than the uE. B. E" group. This was the result of greater 
accessibility coinciding as it did, with a period when the researcher had an 
extended period working with some of the group in a specialist unit. The experience 
enabled a sense of immersion with relevant groups and with the emergent data. 
This period permitted sampling to proceed at a greater pace. Having such a 
consistent period with some women and with nurses in a specialist unit enabled the 
researcher to examine emerging themes and make them the bases of successive 
interviews. The self-injurious women interviewed at this time were not on the unit, 
but were referred to the researcher by staff and other ERE's the researcher had 
already met there from interviews one to three. 
The data gathering and subsequent analysis initially occurred with the "E" 
group, but alongside this, the researcher had already some significant findings from 
the "E. B. E. " group, which simultaneously contributed to emerging themes. One of 
the "E" interviewees at this time contributed via an electronic interview. Although the 
material produced was limited, there was named indication that as an "expert", she 
experienced self-injurious behaviour as a way of life for the women concerned, 
rather than as behaviour requiring immediate extinction if that was possible. Her 
area of practice was accident and emergency and although she had been qualified 
for a relatively short period, she had gained substantive experience with self-injury 
in particular and self-harm in general. 
The responses of the "E " group at this stage are those that emerged at a 
parallel time with "E. B. E's" considered in the first section of this chapter, but 
presented here for ease of reporting, the same subheadings being maintained 
where possible. They give some indication of where a parallel language of injury 
was emerging. 
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i) Anger. 
Nurses' expressions of anger concerning having to work with self-injurious 
women were few, but it is possible they were couched in different terms that 
enabled them to maintain a "professional" response in interview. One individual was 
very clear however, that after an evening with a difficult situation his anger snapped 
he observed; 
"I was so angry I couldn't bring myself to say anything and I laid up a suture trolley 
and I gave first aid, Ijust couldn't bring myself to say anything" Interestingly in the 
same interview he went on to say that for him he felt less angry with a man who left 
the ward environment and self harmed than he did with this particular woman of 
whom he said; "I was more likely to feel angry" (Ron). Ron was the only respondent 
to report anger with self-injurious clients. He was highly regarded by the women on 
the unit where he worked. It is possible that Ron, who was very conscientious, was 
concerned that his deeply concealed feeling of anger was in reality less obvious 
than he felt it to be. Maybe he was more honest and he was the only nurse to admit 
anger directly. It is a matter of note though that it was a male who admitted his 
anger. However, maybe the women were less able to name it as such as was 
indicated by another female respondent. She worked on the specialist unit, in a very 
insightful way with self-injurious women, and commented on the demands made of 
Accident and Emergency Departments. Her reaction, she stated, was partly her 
having to deal with the immense emotional demands the women make on her, 
together with the trauma she knew was at the heart of their behaviour. It was 
apparent in her honest but essentially angry comment that; 
"You know I am ashamed to say, that kind of feeling a bit like a drain, they are a 
drain. Like you know they go to A& E and complain about the treatment they 
receive, I suppose that / think that well, if I had a relative that had had a car 
accident and was going to, you know, needed to be seen in A& E and there was a 
self-harmer that was complaining that they had not been seen or whatever, / 
would feel really angry about that..... I try to work with that, that you know people 
who drive stupidly; you might say they did that to themselves.... I try to temper what 
I feel with what I am presented with real/y" (Clara). 
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ii) Self-hatred. 
From this initial analysis of the data, the understanding of "self-hatred" as a 
category in the uE" group varies from that of the "ERE" group. They did however 
make attempts to interpret what "they" thought self-injurious women experienced in 
terms of self-hatred. Indeed, one respondent made the assertion that; 
"my experience is, or at least my impression is that their body is 
unimportant to them, it'sjust a coincidental that it isjUst their body that they are 
cutting, it really doesn't matter, their body doesn't matter" (Maft). 
Interestingly, one "E" with no real experience in psychiatry, suggested that if 
a women hated her body enough to do what she did to it, she might be capable of 
taking that degree of self-hatred out on another individual. Jo states; 
"/ think this is all speculation-but I wonder if she could have done that sort of thing 
to herself could she have done it to anyone else..... If she were given a knife and 
fork could she have struck out at anyone else, she'd struck out at herself.... 1 don't 
know, but there's a naively there". 
Certainly the comment was an honest one, and one which maybe mirrors the 
observations of Parksepp et al (1985) concerning neurobiological stimulation and 
the sense of being out of control (see chap 2). This might be interpreted as a sense 
of being stimulated in one area of behaviour, and therefore maybe perceived as out 
of control in other areas of personal behaviour. 
A male "E", who also had minimal experience of psychiatry, but had a 
relative with a skin disorder, came close to directly stating that self-injurious women 
must hate themselves, because they have the ongoing evidence of past episodes 
of self-injury. Peter said; "you know how much worse it must be for somebody 
who's repeatedly reminded by the evidence of physical scars of what they have 
done in the past.... unimaginable". 
Rosie, a midwife, had some understanding of body hatred in the women she 
knew in her professional capacity. Rosie spoke of a woman, who self-injured and 
self-starved only when pregnant. She cut, according to other midwives because she 
felt, out of control of her own body, and having been abused as a child was afraid 
that the foetus might be male. Significantly, Rosie also admitted that she also . 
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abused herself by over-eating when she got depressed. None of the other "E" group 
made direct reference to self-hating, and those that came close to doing so, did so 
as a direct result of interviewer intervention to clarify a statement being made. None 
recognised, or made mention of a language of self-hatred being expressed by the 
women in their self-injurious acts. 
i1i) Suicide and aftention-seeking behaviour. 
The question of the degree to which self-injury was a manifestation of 
suicidal behaviour was not raised directly by the "E" group. Equally, many of this 
group were aware that there was a difference between the two, either by virtue of 
where they worked, or by being involved in the related conferences run during the 
research period (Connors, 1996: DeMontfort University/Crisis Recovery Unit, 
2000/2001). Matt observed that; 
"Nurses do tend to label people as 'oh they have just cut-up because they are not 
getting enough attention! It's because someone else has done it they are leaping on 
the band-wagon'.... 1 think that sometimes that people are seen in that way, they are 
labelled in that sense" Another nurse was blunt in her response, but had 
subsequently changed her approach quite dramatically. She stated; Well I think, 
certainly as a casualty sister, I wouldjust think it was an attention seeking erm a 
nuisance factor, just a pain in the arse" (Chris). 
Attention seeking was often reported in a third party manner, thereby putting 
distance between them and the comment, by making it appear as from another 
person. So Rosie says; I remember as I qualified (1985) before / went in to 
midwifety, we had like attempted suicides and things on the ward, and they would 
be ignored and you know, they'd say 'weW get the psychiatrist in and we can throw 
them out, theyre time wasters, bed fillers"'. The avoidance by remembering 
discourses in the third party is an interesting point to be addressed later in 
subsequent data interrogation. However, it does appear that there remains an issue 
of both sides not utilising a common language with commonality of meaning. 
iv) Way of life. 
There was some acceptance that self-injury has to be conceptualised as a 
way of life for many women. However, this did not imply total acceptance of 
whatever merits it was ascribed. Largely, this group of "E's" demonstrated that 
some, if not all, saw that it was an act, which was a way of dealing with anxiety and 
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the recall of distress. One commented that not only was it a way of life, it was more 
often a secretive act. She states; 
"I would guess that most people who self-injure would do anything than do that, but 
when all the doors are closed then they will do it (in private) as they do. " (Loo) 
Another stated; "It's about having massive difficulties really and how they handle life 
and so they cut to cope" (Mick). 
One nurse (Bob) spoke of self-injury as a means of taking control, using 
self- injury as a powerful means of control, not necessarily over others but rather 
themselves. He contrasted this with men whom he saw as self-injurious in order to 
control others. Further enquiries elicited this response; 
allow / think they see self-harm? [it] is a way of controlling, and taking control. 
Women are more inclined to hide their self-harm. I know they fall into two separate 
groups. There are a lot of women that cover their arms quite a lot and they are very 
miserable. Then there are others who insert blades, cut their thighs or breasts and 
that it is important that that is not seen. " 
In some ways another concept emerged that was closely related to self- 
injury being a way of life. It appeared that such acts made the person in some way 
a special person. Not special in the sense of not having the behaviour 
therapeutically challenged but rather requiring a "special "type of intervention. Loo 
spoke of them quite movingly; 
"It disturbs me when people harm themselves. Not in the way of how can people do 
this to themselves, but in a way that makes me realise, these are special people. I 
feel people should work with them until they are able to find and work towards other 
ways of expression" 
v) Bodies. 
As was indicated earlier in initial findings from the "E. B. E's" there was 
evidence that indicated the body as a major area of interpretation from which further 
coding could later proceed. In fact, the body was the foundation of the study. The 
"E's" interpretation throughout gave little idea that they had considered just how the 
woman perceived her body at the time of injury. Accordingly, they made non- 
consensual interpretative statements, which were subsequently not confirmed by 
"E. B. E's". 
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"Their body is unimportant to them, it'sjust a convenience that it is just their body 
that they are cutting, it really doesn't matter, their body doesn't matter". (Maft) 
Alternatively, as Chris reported; "Some people will say 7 want people to 
knowhowmuch pain/ am in and I can use my body to show that"' Inasense, the 
"E's" were reflecting some interpretations made by"EREY but not always. They 
felt some used cutting to hide pain as well as to demonstrate it. So, Clara when 
asked more directly whether she considered how she saw women's bodies replied; 
"I don't think that I think about their bodies. If I see a wound then I deal with it as 
wound kind of like that as a separate entity". 
Another expressed the view that he felt it was more important that women's bodies 
were not altered in this very physical and obvious manner. He seems to imply that 
people other than the woman herself will dislike the body more. He says; 
"/ think it makes me feel sad, particulady with women. It feels different for 
men ....... It seems more important for women to have bodies that are not sort of 
damaged. ... And, / sort of wonder about the rest of their lives (the women), if they 
were to overcome the problems that they have got and live a life that doesn't 
include self-harm. How they then face the future with bodies that are very badly 
damaged. And it's very visible" (Bob). 
This may have more to do with the ethos of the work place, which focussed 
more on the person than the problem (see Barker, 1997). This factor was positive, 
but provided, along with other comments, some evidence that nurses did not give 
much thought to just how self-injurious women may perceive their bodies. Some 
statements very much reflected an interpretation, as Cat demonstrated in the 
following statement. Cat did not categorically state the woman had talked of raw 
wounds and control, but Cat made that interpretation; 
"it seems like that her making that wound so raw, that was really the only way she 
could be raw ... She seemed very contained on the outside, but inside there was this 
raw wound" (Cat). 
In another interview, Leah referred to the role she felt she provided help to 
heal hurt bodies together with deeper pain; "There's something about the sted- 
stripping of a cut, which is kind of like a mending thing. It is actually something you 
CAN do" The efforts were not always appreciated however and lead to a slightly 
irritated conclusion; 
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'(A resident) made these cuts that were gaping and they were going to leave a 
nasty scar. Then she was really bright like "Ha ha". and it felt like, when I tried to 
steri-strip one of the cuts together she was like "Ow that hurt"- and I felt like this is I 
so bizarre, that you can have cut your arm to this extent. Then you are complaining 
that / am hurting you when / am trying to be gentle and everything". 
8.3.3 Thematic analysis (2) 
As the E. B. E. group widened to produce richer sources of data, it became 
apparent from subsequent interrogation of interviews that a wide range of 
characteristics and properties was evident in the behaviour. "Background" and 
other data existed relating to modes of self-injurious behaviour. Equally, some 
emergent confirmation was present, which might indicate that whilst responses to 
women who self-injured have improved, a lack of understanding of what the 
women's cutting "language" meant to the "experts" was becoming evident. Women 
had reported nurses' responses, which had transpired some years before this 
study. This was not the case with the entire sample however. Hence, at an early 
stage, the women's stories indicated that not all had experienced these changed 
attitudes. 
Equally, it was more difficult to obtain consistency in the definition of self- 
injury from the "E's" group. What is significant at this juncture is that one hundred 
percent of the "EREV interviewed by this point were able to offer clear definition 
of what self-injurious behaviour meant for them, and the behaviours they placed in 
this category. They were also able to allocate their reasons for self-injury, which 
was the next stage of data interrogation. The reasons for self-injury were obtained 
by re-reading/ listening to all interviews again and recording the ERE literature and 
marking them with codes that described the initial properties of these groups 
(Schreiber, 2001). Interrogation indicated forty-one descriptive categories which 
"EREV cited to describe feelings at the time of cutting where able to do so. These 
became the descriptors of self-injury. 
Some descriptors acquired more depth as the researcher progressed 
through the stages of data collection that were described in chapter three. 
Significant descriptors are illustrated in figure nine (appendix 5). In addition, the 
favoured instruments for self-injurious behaviour on either regular or intermittent 
bases is indicated where descriptions existed. They are included here, as 
instruments possessed personalised attributes for some women. Some women 
133 
always used the same type of instrument, whilst other used anything they could 
utilise at the time. By the final interviews, other thematic categories emerged which 
were examined in greater depth to ascertain whether indeed such new analyses 
were significant. The frequency of the attributes mentioned at this stage of analysis 
are indicated, (some more minor coded categories were subsumed into each other 
for simplicity of presentation at this stage). 
Utilising a "grounded" approach to analysis of data that is rich and complex 
almost of necessity requires the researcher to re-visit on a regular basis data 
sources. This is achieved by gradually expanding a sample as described but 
continually re-visiting the data in order to ascertain whether such new insights can 
be substantiated. Some of these insights may become apparent from the tone of 
voice in the interview, or by gaining some new insight from recorded memos, before 
testing from existing materials or subsequent interviews / testimony in the study 
(Wuest and Merritt-Gray 2001). 
Insights gained throughout this stage confirmed the decision to use the 
"Expert"/ "Expert by Experience" descriptors. Using "service user" as a term carried 
stigma and not all of the sample were service users in the accepted sense that 
currently exists within mental health services. Subsequent examination of interview 
data confirmed that uEREY were experts in the management of their "illness" in 
much the same way as any individual with a long-standing health deficit may be 
(Dept of Health, 2001). This is evident from their appraisals of risk and necessity for 
help. Similarly, a language of cuffing was evident in the interviews of "EREV, 
which some "E's" accepted, but in professionalised terminologies. It was becoming 
evident that the "language of cutting" contained many raw emotions on both sides 
and that understanding the essential nature of the language was central in working 
with self-injurious women. This was preferable to well intentioned but non-helpful, 
attempts to control behaviour. Whilst these insights are presented from two 
different viewpoints and with additional written testimony, they were emerging from 
a simultaneous process of data comparison from both groups. These parallel 
insights were present from the first stages of preliminary analysis. 
Overall, what were emerging were ideas not necessarily unique. These 
were that the function and purpose of self-injurious behaviour (in the absence of 
psychosis) in acute mental health provision could be likened to a piece of contested 
ground, over which two groups baffle to understand, defeat or. aftempt to gain the 
upper hand. Initially there was little shared ground, but such ground did appear to 
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exist when further interrogation of the data was undertaken. Commonality was 
evidenced in certain understandings of self-injurious behaviour. It became evident 
that accurate diagnostic categorisation, and consequently the use of appropriate 
therapeutic interventions, could effect positive clinical outcomes, if it received the 
specialist insightful support of more recent years. This was expressed by one 
"ERE"; 
alt wasn't until this year that they put me under the bracket of borderline personality 
disorder, sorry emotionally unstable personality disorder as it's now known.... It's 
changed my treatment in that they are now looking more at other symptoms and 
behaviours and attitudes and they've changed my medication, they've referred me 
for this "Intensive Dynamic Therapy" (Nan). 
What appeared to remain at this stage of data interpretation is an 
expressional void evidenced by "EREV, who feel they cannot always adequately 
express their depth of pain to "Experts". This void could be conceptualised as the 
area of the battleground. An attempt to portray this is seen in figure four below. 
Some emotions and reactions in the two groups appear to be closer to each other 
in shared understanding than others. The broken line, indicating the mid- ground or 
central area. As was demonstrated in analysis of "E's" interviews, some could not 
understand the raw emotion of the women's communications in their self-injurious 
behaviour. No nurse specific interpretations of "ERE"' testimonies of self-injurious 
behaviour were mentioned. Only those who worked in a specialist unit referred to 
such writings as existing. That is not to say all nurses are unaware of their 
existence. 
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THE BATIMEGROUND OF SELF INJURIOUS BEHAVIOUR 
ANGER 
POWER 
BODIES 
ATrEN71ON-SEEKING 
MENDING BODIES 
PUNISHMENT : -. 01 
WAY OF UFE 
Figure 4: Battleground of self-injurious behaviour, with potential points of 
consensus. 
The cylinders represent the two groups and the conceptual frameworks 
suggesting a battling to stop injurious acts. Preventing death/avoiding dying are 
conceptual frameworks, which could be associated with self-injurious behaviour and 
originate from both pre-existing studies of self-injurious behaviour and initial 
thematic analysis; (Bancroft & Marsack, 1977; Pawlicki & Gaumer, 1983; Favazza, 
DeRosear, and Conterio 1989). Interrogation of the data at this stage suggested 
that there was an area of central ground represented by the broken line, where 
feelings and views of each group became more convergent. This does not imply 
mutual agreement on the essential nature of that characteristic, but rather both 
sides acknowledgment of its existence as a central feature. This was indicated for 
example with the concept of uattention seeking'. Both groups understanding it as a 
present reality, but as was seen in the analysis of "E" data, they did not agree on its 
properties. The "EREY therapeutic attention, which certain "E'sw understood as 
demanding and not requiring therapeutic responses is an example. Anne's 
experience in Accident and Emergency after she attended with a cut she could not 
self-manage may illustrate this. Anne recalls; 
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"I was going as a warm infantile you know 22 year old and what / was needing from 
that triage nurse was actually warmth. I was needinq them not to: I didn't want them 
to make a judýqement, I didn't want them to say 'what you've done is completely 
attention-seeking, which is something that was always thrown at me. But / also 
didn't want them to say 'there, there talk to us about it', - I wanted something tha 
was non verbaL" 
The directional position of the arrows represents the strength of argument 
coming from both groups, as they perceived it. As "E. B. E's" comments indicated 
earlier, there was anger implied in their statements. In the responses of the "E's", 
there was anger with themselves and occasionally with self-injurious women 
(Kaplan, 1991; Bowers, 2003b). Here the arrows that represent this emotion pass 
fully across from each to the other. Where there are two arrow marks, it is an 
attempt to portray intensity of feeling, and where a crossover point exists; this is a 
graphical interpretation of its occurrence on a continuum. Hence, some "E's" had 
ideas that tending wounds was a healing and therapeutic act. Both agreed but the 
"E" group had a different idea as to interpretation, but not all the "E. B. E's" wanted 
wounds "healed" in this way. Reah, prior to her stopping cutting, disclosed that for 
her having a cut was a reminder that she did not have to be perfect, that her past 
(abuse) had resulted in her present self -injury and therefore a scar gave her a 
visible reminder that she did not have to be emotionally perfect all the time. Reah 
says; 
"Lots of things / try and / try to do, / have to be perfect with, so / have got scars on 
my arms that are fresh, or 171 have got bandages or I have got sore arms or 
whatever, then it sort of allows me to think.... it sort of gives me information a 
message". 
The concept that was accepted by both groups was that self-injury 
was a way of life in the women's lives for varying periods of time. This was true in 
the sense that it was a means of staying alive, a means of surviving the system 
and, as one (Anne) described it, a friend for whom she grieved when the cutting 
stopped. The concept of a way of life was relevant for Anne when she stopped 
cutting with the help of a support group. The cutting validated her entry to the group 
and the fear of facing life without the one was compounded by what transpired to be 
a misplaced fear of loosing the other. She states; 
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"I remember I got to the point where I really wanted to stop, and I thought if I stop I 
won't be allowed to go to this group and I'm going to loose this family because they 
understand, it was absolutely amazing to be understood. It was quite phenomenal". 
"Bodies" as a central concept has two arrows implying both intensity and the 
extent to which both groups were attempting to give an interpretation. This was 
projected forcibly to the other group with, it appeared, few points of interaction. It is 
seen as a fundamental concept on which all others are based and its functions are 
examined in depth in subsequent sections and the following chapter. 
Further reflection at this stage indicated it was possible to discern that, 
rather than having absolute lines of demarcation in differences of understanding 
self-injurious behaviour, (as indicated in figure four), there may in reality be some 
fluidity of movement. The centrality of the women's bodies as a means of conveying 
powerful messages remained evident from the data. A similar difficulty remained in 
how body messages might be interpreted by professionals. However, there was a 
suggestion that this fluidity might be more usefully represented by understanding 
the complexity of self-injurious behaviour more in terms of major areas, some of 
which are agreed upon as existing for both sides, but with differences in explanation 
or causation. At this stage, four major areas seemed to "span the divide", with 
another three evident but with major areas of disagreement of interpretation. The 
four major areas form the central area of figure five with the other three areas 
encroaching into this area from both sides. 
EXPERTS EXPERTS BY 
"E" EXPERIENCE 31TRAN "EBE" 
DYING AVOIDING DYING 
MAYBE DYING 
N ING 
HELPLESS s HELPLESSNESS/ 
HELPFULNESS 
ION SEEKING 
I POWER PAIN/POWER 
WAY OF LIFE 
Figure 5: Consensual points of reference in self-injurious behaviour. 
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The central area represents established causative factors, 
established feelings about the behaviour and some feelings concerned with making 
things better. These are being "contorted" by other theoretical and personal 
experiences, which may have consequences for all parties involved with women 
who are self-injurious. 
The emotionally raw nature of self-injurious acts may be difficult to verbalise 
in the context of an interview and indeed both sides may be sparing the feelings of 
the other. Indeed, a researcher cannot in the words of Charmaz and Mitchell (1997) 
remain a silent biographer unaffected by what they hear and interrogate. Their 
reporting will have an effect on the reproduced text, they do have an editorial 
function. As the authors state; 
"As there is merit in humility and deference to subjects'views, and 
reasoned, systematic discourse, so too there is merit in 'a visible authorship"' 
(P. 194). As a feminist, the researcher experienced the effects of such raw 
expression of feeling concerning the act of self-injury. Disclosed discourses were 
personal and required respect, and without recourse to over-zealous interpretation 
in the presence of the self-injurious woman. Similarly, the "E's" exhibited honest 
and personal feelings about the behaviours that they experienced and their 
reactions to them. Therefore, a similar level of respect was maintained and 
elements of professional comment kept to a minimum. The researchers approach 
was to be unobtrusive in interviews, so allowing the interviewees to express 
themselves fully without interruption. This was indicated in the transcription of the 
interview of (Clara); 
"/ think it makes me feel quite.... (Big gap) vulnerable, I suppose having opened up 
because it feels like anywhere else you wouldn't have been encouraged to talk as 
openly. That's quite scary. You are actually admitting your own faults, your own not 
so 'nice bits" That feels quite strange. Erm ... so... (tearful). 
[Researchers Reply] Yes ..... Okay? 
With some emergent points of reference evident, this initial stage of data 
interrogation moves to examine sample testimonies. 
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8.4 Testimonies of self-iniurious behaviour. 
The testimonies (48) were obtained from materials offered to the researcher 
or from the published works of some Experts by Experience (see chapter 3). The 
chosen Bibbits were those which contained direct reference to feelings discerned 
from the text as being as near as possible to the act of cutting. These were 
obtained after initial data interrogation and therefore entered at stage two of 
analysis. 
8.4.1 Background details. 
It is clearly impossible to'prove'the accuracy of personal details unless the 
testimonies originated with women known to the researcher. However, within this 
sample there were 47 different classifications of feelings associated at the time of or 
near to self-injurious acts. This gives some indication that many of these acts were 
not spontaneous actions with little thought or feeling. There were six categories 
associated with blood or body fluids. Six statements were made regarding feeling 
judged by others when being treated immediately after cuffing. In total 11 women 
mentioned self-injurious acts either in the context of feeling suicidal at the time or 
self-injury functioning to prevent suicide. The most significant factor was that 100% 
related the acts to past abuses, either sexual or emotional. Only two stated that 
acts were impulsive in nature, which may indicate more, that these women were 
self-injurious for a long period of time and past the stage of impulsive acts. To 
approach this data required a different system of classification. Therefore, the 
concepts of Bodies, Blood and Feelings will be utilized. 
8.4.2 Bodies, blood and feelings. 
(References are to publications, page numbers, coding and name if given [see appendices 
3 and 4]). 
The women's accounts were managed in an identical manner to interviews, 
allowing for the fact that some had also been included in that group. Hence, the title 
adopted for this subsection. Similarly, the researcher is aware of word limitations 
within a thesis and only the most commonly occurring themes were interrogated at 
this stage. The numbers cited relate to occurrences in different testimony sources 
and may therefore originate from the same literary source. However, inclusion in 
this section provides indication of the number of occasions on which it is recorded, 
as only the more frequent occurrences are recorded within this thesis. 
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i) Bodies 
"Sometimes at night I would walk for hours in the rain wondering why I had been 
born so bad, useless and ugly. The only way I found of coping was to self-harm". 
(WjIA 96 c). 
Whilst 12 of the Bibbits, including the one cited above, referred to body hate, 
11 were disguised and closely linked with interview data concerning release of 
poison. So another source (S. 1998: 70) revealed a woman, (Tamara) who described 
her hatred as; "The whole idea of cleansing, of getting rid of something evil inside of 
allowing it to flow out" 
The highest number of responses (n=22) related to cutting and bodies, were 
classified as relief or release of pent up emotion. These bore out the findings of 
published literature and research (Thompson & Miah, 1999: Pembroke, 1998: 
Machoiten, 2001: Levenkron, 1998). One testimony from Leila (B. H 98: 56) provided 
feelings at different time intervals, prior to, during and after an act of self-injury: 
"During the act of self-injuty, I feel numb and detached as if my body weren't mine. 
After an act of self-injury, I feel immensely relieved also a bit embarrassed by my 
actions, because I know other people wil/judge me harshly". 
It was possible to create an illustrative diagram from this testimonial, reproduced 
below; 
BEFORE DURING AFTER 
Panicked Intense Disappointed 
Anxious Numb Ashamed 
Lonely Miserable Embarrassed 
Exhausted Hysterical Guilty 
Undecided Concentrating Relieved. 
Figure 6: Leila's feelings at time of self-injury. 
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The diagram contains considerable reference to feelings at the time, and is used 
here as it refers to body feelings. The chart gives some indication of how in reality, 
it is very difficult it is to separate the one from the other. 
li) Blood 
Testimonies from some contributors contained very graphic portrayals of the 
contribution that blood plays to self-injury. One individual (Nan) was also 
interviewed, but in interview she remained ambivalent as to how much she wanted 
her writings reproduced in her own name So the decision was made by the 
researcher to standardise this to Nan throughout. This was despite the testimony 
material appearing in other published literature, and her using her own name in the 
interview. Testimony material is supported by figure 10 (in appendix 5), which 
indicates at this stage of analysis, certain interpretations relating to blood language 
or description and the number of occasions on which they are mentioned. 
Reah(email) says; "re: the blood / feel it is like crying with blood if i cannot allow 
myself to cry with tears also sometimes in order to feel i have done it properly there 
needs to be a lot of blood though once I cut too much and it spurted and that scared 
me for a while". 
Kelsey wrote; 
"It's like there's a bubble inside me and cutting makes it go away ...... afterwards I 
feel kind of happy watching the blood drip down on the carpet on my clothes. It's 
like I'm proud of it"(S1999: 45 Kelsey) 
Fran gave a different interpretation; 
"I watched the blood well up and I felt relief, like opening a safety valve or letting 
steam out of a covered pot" (S1 998: 7 Fran). She also reports that she feels sleepy 
and contented; "Like after sex, although I never feel sexual feelings about cutting". 
(S. 1998: 8, Fran) 
iii) Feelings. 
The interrogation of testimonies at this stage was important in producing the 
data triangulation referred to in chapter three. Testimonies were powerful sources 
of women's feelings concerning their acts. For the researcher they provided a 
source of language descriptors and insights, which enabled production of summary, 
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codes for both stages three and four and ultimately a possible model of 
interpretation of the language of injury for the two groups under consideration. At 
this stage, therefore data is produced largely in a visual summary (figure 11, 
appendix 5), to avoid an inevitable duplication from what follows in the next and 
following stages. In a sense, all actions around self-injury produce feelings, 
therefore to settle on just a sample seems spurious. Nevertheless, it is also 
essential to maintaining the focus on the "Experts" own voices, and avoid a move 
from ulistening" to a situation of over interpretation. 
A wide range of feelings, which surrounded self-injurious acts, was noted in 
testimonies. Some of these feelings surprisingly were not duplicated in different 
testimonies. It may be that the particular backgrounds of the sample meant that 
particular feelings were irrelevant to them. It was anticipated that self-injury as an 
impulsive act might be more frequently alluded to, given the definition of Favazza 
(1996), in which impulsivity was a factor. However, this was not the case, as only 
two excerpts made mention of this. Ten women either directly stated, or a reading 
of the testimony alluded to the fact of, their dissociation (see glossary) at the time of 
self-injury. In nine writings, a feeling that the act required completion to gain release 
from the precipitating cause was cited. It is possible this links to the fact that 22 
women suggested self-injurious acts produced feelings of relief as one woman 
describes; 
"Cold hard blade, warm soft skin 
Combine the two, the cleansing begins 
Others don't get it, reasons they demand 
For my bloody tears so hard to understand. 
After I bleed, it is by leamed belief 
My self is calm, / have found relief" (Si[i]k) 
The full range of feelings that cutting produced excluding those already cited, are 
illustrated in a chart reproduced in appendix 5 (fig 11). 
The concluding sections of this chapter describe further interrogations of the 
properties of the responses of both groups, (E's and ERE's) including the 
testimony group. The nature of the responses of each individual was re- examined 
to highlight commonalities between respondents in each of the two groups. Initially, 
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this process served to indicate the need for further expansion of the data sources to 
gain a maximum amount of data possible within the confines of this study. Later it 
was to arrive at a point where additional data was neither pertinent and did not 
produce new and relevant insights. According to Kirby& McKenna (1989), this 
marks a transition from "Bibbits" to "Bibbits With specific properties". Such 
properties potentially link certain Tibbits" together and thereby create the possibility 
of their becoming significant evidential categories. 
In order to analyse and group "Bibbits" into these wider categories, feelings 
highlighted within the "ERE" and "E" groups were paired where possible. This 
analysis was performed by interrogating them in parallel, exploring the 
understanding of the nature, purpose, feelings and descriptive languages of self- 
injury in the two groups. To achieve this purpose all the samples were re-visited 
and the properties of respondent's comments were again interrogated to ascertain 
the validity of the given description. The descriptive labels were then grouped 
together into larger concepts with titles, which summarised the nature of both 
subject groups. Finally, this process was repeated to arrive at substantive 
categories, which could provide a basis for the generation of a possible 
substantive mid-range theory to aid the understanding of self-injurious acts and 
therapeutic relationships between women and nurses working together. At this point 
in the analysis, the data revealed that, far from there being mutual solutions, rather 
there were "mutual complexities". At stage 3 of the analysis, they were assigned the 
conceptual title "Contested Complexities". 
In some senses, there are few solutions to shared relationship complexities, 
which may be suggested with absolute authority from this study. This is partly the 
result of the complexity of the problem, and the fact that this work represents an 
intensive study. Additionally, there is the distinct possibility that a singular "solution" 
for one self-injurious woman and her unique difficulties may not be a solution for 
other women and the nurses who work with them. Suyemoto (1998) had previously 
reported multi-functional characteristics and purposes of self-injury, from which she 
proposes models that may have positive treatment outcomes. One purpose of 
treatment Suyemoto suggests is the enablement of the client to examine the 
contradictions between their perceptions of the effects of self-injury on others (little) 
and the reality of the effects it has on therapists and practitioners. There is however 
a further reason for the non-production of a specific "solution" from the academic 
reflection represented by this research. That is that the chosen approach is that 
which relates most closely to Mason (2003). 
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In her work, Mason describes different forms of argument, which can be 
proposed as a means of constructing analytical explanations of phenomena when 
subject to qualitative research processes. In that context, Mason refers to the 
making of an argument from presented data, which is constructed evocatively, i. e. 
Mason suggests such arguments are made by virtue of meaningful illustration. This 
might be suggested in this study. However, it is equally possible to argue that this 
research reflects the view of Mason that, emergent findings, both throughout the 
process of obtaining data and in interpretation, reflect an "abductive research 
strategy". This echoes the work of Blaikie (2000), that explaining phenomena 
comes from a process of moving back and forward between the processes of data 
analysis, the process of explanation and potential theory construction. In large 
measure, this procedure describes the situation of this study, and the process of 
producing a conceptual framework of two descriptive categories, which evolved 
from data sources. These were notably the concept of contested, and finally a set of 
converging complexities, which occurred between the two groups involved. The 
purpose of this exercise for the researcher was the increase in understanding and 
promotion of possibly more positive working practices with women who self-injure. 
8.5 Creatinq "Contested Complexities"-staqe III (Thematic analysis 3). 
This stage of coding followed further examination of labelled pre-existing 
categories, the purpose of which was to discern specific properties. This appeared 
to be leading towards creating concepts, which might explain not only the nature, 
purpose and function of self-injurious behaviour, but additionally attempt an 
explanation of how the two groups perceived and experienced the self-injury and 
relationships between each other. This could be defined as the "Contested 
Complexities", alluded to in literature discussed in earlier chapters. 
The essential characteristic of this coding process was an attempt to: 
Define the areas where there are on occasions a meeting in the middle 
(contested) ground by both groups in the study. This appeared to be a 
movement towards convergence, possibly differing in some languagetwords, 
but with the possibility of more common interpretations and understandings 
than at stage two. At this stage, the category labels are held in common but 
with differences in mutuality of acceptance. 
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One approach to examination of these forces is an analysis from both 
viewpoints in a dialectical approach, which explores both the nature of 
communications between the two groups and the differing interpretations of self- 
injury. For the purposes of this research, this is attempted by examining the 
dialectics between the ERE's and the E's concerning those described as 
U contested complexities" of self-injury. Twenty-one such complexities emerged from 
the process of merging 25 descriptive statements into these complexities. These 
complexities had already been merged into slightly larger categories from their 
original notation in transcripts of interviews and testimonies. 
Again, the power of the spoken voice in data had been evident in the 
process of coding. Translating the "voice" in this way without loosing subtle qualities 
is hard to recapture. Kirby & McKenna (1989) suggest that how loudly the data 
"shouts" may be an indication of its centrality. In other words, the number of times a 
phrase occurs, or is commented on by various people may give an indication of its 
importance. In many senses, this was true and this determined the status of a 
"Bibbit", but additionally it also raised fundamental issues concerning the oft missed 
meta- communications that take place between women who self-injure and nursing 
practitioners. However, it remained difficult to report all the nuances and feelings 
behind narratives interrogated at this time. A factor, which had first influenced the 
researcher to attempt the study. The final set of contested complexities are 
reproduced in figure seven with the dotted line representing at this stage not a 
battleground, but a point at which convergence might be measured in terms of 
movement towards mutual agreements, or otherwise. 
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Figure 7: Contested Complexities. 
In order to illustrate the nature of this stage of analysis, the interrogation of 
interviews, testimonies, as well as the biographies of both groups in the study which 
are relevant to complexities follows. The biographies comprise pieces of writing that 
were submitted personally to the researcher by those who were interviewed, rather 
than those that were termed testimonial pieces obtained from publicly available 
published sources. Not all are included from the diagram as certain of them formed 
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a major part of the final ordering of the data following subsequently in a later 
chapter. 
Abuse. 
Whilst the acceptance of childhood abuse was accepted as being a factor in 
later abuse, abuse or the feeling of being re-abused by the system, figured in some 
"ERE" accounts. Equally, some TV in turn felt abused by the women, who they 
felt did not take account of how their cutting affected the staff. Analysing the 
language of "EY to the TREY it was found that some rapidly ascribed sexual 
abuse as causative. An example of this is the use by one "E" of what appeared an 
almost patronising tone with one resident who had not, until that point verbalised 
past abuse and did not like what appeared to be a diagnosis being made. She 
recalls them saying; "Ah yes abuse we thought as much" (Gill) 
Comments were made concerning past sexual abuse and recent cutting in the 
testimonies especially; "Sometimes Ijust want to destroy the pasts of my body that 
he touched and got into. They don't feel like mine any more-they're all ruined" 
(E. B. E (Lit WS I e). 
"E's" seemed to feel that these women felt comfortable speaking about their bodies, 
one commenting how in his observation; "They are much more comfortable talking 
about their abuse..... they are good at talking about that, however how they see the 
family in all that they find EXTREMELY difficult"(13ob). Another (Matt) spoke of his 
feelings that some women fail to divorce the past from the present; "There isn't a 
sort of cut-off period with events that have happened in childhood and events that 
happened in the person's life history. They arejust continuations". 
One nurse, Rosie, potentially exhibited a different form of abuse to a self- 
injurious client, when speaking of women who came to her A/E dept presenting with 
an injury, not cuffing. She seemed to indicate that different types of injuries might 
attract different levels of sympathy, depending on how the injury had occurred she 
said; 
'I think if she V done it deliberately, then it would be just like cutting your ann or 
something, it would be self-inflicted or time wasting, of a vety sedous nature 
because of the damage it could do. / think if say a husband or somebody else had 
done it, say if she'd been raped or something like that, it would be different, and I 
think there would have been sympathy for her". 
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Others who had been variously abused recalled definite occasions of being re- 
abused by the system; 
"They would take the mickey sometimes in the earlier days [How] they would take 
the mickey when I was being supervised in the bath. Urn ... basically saying I was 
... stupid. They threatened to shave my pubes in the bath ... Yes ... Erm they would 
say / had a boy's figure" (Debs). 
Expert/Expertise 
The concept of expert and expertise reflected several different concepts all 
appearing to interrelate with each other. There were nurses who wanted to become 
experts in the area, and were willing to advance their's and other's knowledge in 
order to improve communications with women who self-injure. For other"E's", it 
centred on changing approaches to management and very much on changing 
attitudes of colleagues. Bearing in mind that the central core of the sample worked 
on a specialist unit, these responses were somewhat limited in this particular area. 
However, Rosie, a midwife, thought changes were slowly happening; 
It's attitude, one that comes through knowledge, / mean it will change with 
knowledge to a certain extent, but / think it's an attitude, it is this business of time- 
wasters, and who legitimately needs to be an inpatient and who doesn't [referring 
self-harming pregnant women].... And we're almost doing that as midwives 
sometimes, by saying that some people deserve to be there or deserve to be 
treated". 
Other "E's" offered another insight, when they spoke of the "E. B. E's" 
becoming more expert in their own management and understanding of why they 
self-injured; 
"/ think nurses are becoming more used to people who can manage their own 
condition whatever that condition may be.... that there are probably are like the 
expert patient in a sense, there's more of the fact that yes, people actually do know 
when they cant (manage). We should respect what people do know about their 
condition and I think hopefully that's more the approach we should be taking-that's 
normal- working with people rather than working ON them ( Loo). 
However, the "ERE" interpretation was somewhat different, indicating very clearly 
that they felt too often "interpreted", and were still referred to as uattention seeking", 
(E. B. E [L] (G) also experienced not being listened too and additionally felt she was 
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infrequently seen as the true expert in her situation both in terms of personal needs 
and knowledge. 
"Gill" recalled speaking with a professional working with self-injurious young 
people and recalled part of their conversation for me she said; "we were talking of 
society's labelling of these people as uattention-seekers", a term that was naturally 
rather sensitive to me. This professional preferred to Use a description of "attention- 
need" that I feel fits more comfortably with self-injury.... This term seems to speak 
of my need rather than placing a judgemental and dismissive label". 
Seven of this ERE group were involved with training, with people who self-harmed 
and were professionals. They expressed some disquiet when their personal 
expertise was called into question as happened when a professional was involved 
in a group with Reah. Reah commented; "Yes [expert] she had leamt a lot but then 
so had we in the group. And one of the nice things with the group was it opened my 
eyes to all these books, which I've now got copies of and I've read them all so I sort 
of felt, maybe I was bigheaded, well I was an expert too ....... It sort of made me 
cross that by having contact with people who it was their lifetime experience, she 
then sort of off our backs as it were and could claim to be an expert". 
In this sense as the diagram attempts to portray, the experience felt a one 
way affair, expertise being developed in one way and the acceptance of the 
expertise of the TREY was not always utilised in a variety of ways, even though 
they try to explain it to the TV. 
Guilt 
Guilt, as an ERE experience spoke through narratives very powerfully. For 
some the guilt of knowing relatives were concerned was powerful, even though 
some had also reported that the family members had initiated the self-injurious 
behaviour, from the earlier abuse; 
"You got ashamed of it in case you got found out and also people around you that 
you have hurt. People that you have promised not to do it again and then you go 
and do it again" (E. B. E Debs) 
Tabs" (an electronic based interview as well as a source of testimony) felt her self- 
injury had resulted in her parents loss of happiness; "My parents used to be the 
happiest people / knew.... / feel really upseL She used to be so happy to do things 
for us. I wonder if it was me that ruined it all". 
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One spoke of guilt that she hurt her partner; 
"You feel you've got to look after them. Yeah / think that's... there's no two ways of 
looking about it really, and / don't blame them for that. Because think, if I were to 
be on the other end of it, and somebody / loved and somebody cared about was 
hurting themselves to that extent, / would try and do anything / could to stop them" 
(Nan). 
Diane expressed feeling intimated by others, that guilt followed after acts of 
cutting. They knew the cut had to be disguised or they felt they had Ufailed" 
members of (nursing) staff who made them experience more guilt because of the 
act; 
"I've felt a sense of relief that its done and I've put it back(blade)and got the 
bandage on and that's OK and its kinda of a bit later you start to think 'Oh God, you 
know 'another scar' and 'How am I gonna hide this'and all the guilt starts to build 
up and set off another cycle". 
Gill was being constantly observed, yet still managed to self-injure said; 
"I felt so ashamed, so guilty that IV been found out, it was in the open what would 
people think and I felt trapped and I couldn't cope with it and I remember rubbing 
my nails in I couldn't cope with it. I was desperate ... the nurse kept grabbing my 
hands down by my side and thatjust made it worse and worse". 
Carrying guilt and feeling guilty at the time of cutting was a powerful emotion 
on both sides; 
Sometimes I have felt choked up by what people have said about how they have 
been treated and it has reminded me of how / treated people when / was younger" 
(Ron). 
Some of these feelings were related to having a sense of professional responsibility 
and were noted in a variety of ways, and are reported in the final coding and 
analysis that follows this chapter. 
Definitions 
Definitional issues have been addressed in preliminary levels of coding in 
the sense of difficulties in arriving at commonly agreed definitions. Attributes 
emerged in more depth as fundamental components of the language of self-injury in 
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both groups, again experienced in differing ways. Hence, at this stage of analysis, 
the arrows in the diagram do not meet in the middle ground. A link concept that 
features in many attempts at definition concerned the issue of control. This will be 
considered as part of the subsequent interrogation because of its substantive 
nature. Additionally, a similar situation exists for the areas labelled as 
change/education and students, again considered more appropriate as a 
converging complexity. 
Personal involvement 
Personal involvement is represented as a thick line in that it represented 
some important statements made in a variety of areas linked by this one label. It 
emerges from the concept of the "thick line" that still tends to exist between the 
"EREV and the "E's" rather than the "thin line" of personal experience of self- 
injurious behaviour illustrated at an earlier stage of interrogation. This appeared 
most obviously when actually managing an injury either emotionally or physically. In 
certain cases it was wholly accepted by both sides and was clinically acceptable as 
illustrated in the following cases; 
see a wound then / deal with it as a wound, like some kind of separate entity, or 
something Ean ... yes..... Interestingly enough one of the residents once asked me 
'are you alfight'. This really stuck in my mind and I said 'yes I am fine'l thought that 
was really something they could pick up on that But generally I tty to keep my 
feeling pLALay from it as much as Possible" (Clara). 
Another "E" said, "At the end of the first or second week [at a unit] / began to feel 
afraid of it all and that these feelings would spill over into my work, it was a private 
reflective moment. I was thinking about the reality of it for the people themselves, 
the self-harmers" (Monty). This degree of honesty of approach stood in marked 
contrast to an "E. B. E" who is now a senior member of an A/E team. She reported 
opposite reactions in one of her staff and the fact that she challenged them. She 
says; 
"/ was on nights and the health care assistant who was dealing with him was quite 
abrupt, almost giving out to him and talking to him like she was his mother. She 
said 7 can't believe you're here again, now take off those bandages so I can see 
what you've done this time' The guy was in his 40Y (Jane). 
152 
Diane aptly summed up her feelings by saying; aMy interactions with nursing staff 
when I was kind of turning up at AIE was this kind of wall of fear and they were on 
one side of it and I was on the other. At times when I did go there I was quite 
scared, not so much scared of what I'd done, but scared of other people's reactions 
to it, because there was always this generation of fear and kind of terror of what /V 
done and what I might do to myself'. 
Anne said; 'I am not expecting professionals to understand what I'm saying or 
doing why I'm doing what I am doing because a lot of the time they might not have 
experienced it, but what I do ask is respect from one human being to another and 
thatjust to try.. I want someone to care about me that they want to try and 
understand me" Anne went on to comment that student nurses; "were trying to 
understand, they were a lot more open and listening and gave people more time 
and I was able to talk to them, harm an all". 
The question of the expression of personal feelings had different 
interpretations, but overall came very close to the central area of agreement. There 
were examples of excellent insightful and respectful nursing, which appeared to 
integrate personal respect and maintenance of dignity. Anne was impressed by one 
individual nurse therapist, who was honest with her concerning her food and body 
abuse, but did it in a way which she experienced as helpful because; "She wasn't 
afraid to say '/ find this difficuft or I don't understand"' This stood in contrast to 
Reah's experience who felt that if she had self -injured at home, come in for help 
and then left; 
u They would be veiy happy to let me do that so, or they wouldn't care. But if you do 
it on their premises (in hospital) then they are not happy about it, but so long as you 
do it at home then they're not legally responsible for you then they don't mind too 
much what you do. That pisses me off as well". 
As might be expected, nurses who worked in the specialist unit utilised 
largely helpful responses. They saw any expression of their own personal anger as 
counterproductive, even though they expressed in supervision sessions some 
negative and only to be expected personal responses; 
01 could never do it to myself but there is something about it that makes sense. 
swing between that and thinking GOD! How can you do that to yourselves? ... You 
know / am ashamed to say that kind of feeling a bit like a drain, they are a drain. 
153 
Like you know when they go to A& E and complain about the kind of treatment they 
receive, i suppose / think that as well" ( Monty) 
Mick (specialist unit) expressed some contradictory feelings at the time of cutting, 
when he did not know whether or not to break his rules and hug someone (not at all 
usual); The time / have actually hugged people / think is when they are extremely 
distressed and / don't know what else to do. / think that I feel quite, really really 
upset as well, so / think it is both a two-way thing. / think with self-harm, the 
individuals, the patients seem so removed that you somehow remove yourself as 
well and go into the "I am going to mend you with the Sted-strips. " 
Bodylanguage 
Body Language obviously has a central position in the discussion of findings 
from the research. As many of the body language issues emerged as central in the 
final coding to be discussed in the following chapter, they are kept to a minimum at 
this stage. The diagram indicates the centrality of the concept by virtue of the 
complexity of the arrows from both sides to the central area. The "E's" moved 
towards the central ground but do not actually arrive at the central area and they 
utilise in the process different words. These words have enough force to be carried 
over across the divide to the uE. B. E" group; who have some similar ideas some 
similar language, but do not feel that how they perceive their bodies matches that of 
the "E" group". 
Within this are contained two conceptual frameworks, actual body language 
and a parallel blood language. Hence, Jane (writing) says; 
"My body is like most people, we will always find something we don't like. Now, I 
hate my /eft arm (this is where I mainly cut myselo. This time of year when you 
catch a bit of sun, the scars bum more and I feel paranoid that they stick out. I hate 
it more at work when colleagues notice you catch them looking but they say 
nothing. I'm embarrassed. " 
Likewise Elizabeth in a written piece says; 
"I look at my reflection for a few minutes. It's almost like I want to so that so I can 
know that I have to cut. I look at myself, and at that moment I hate myself, 171 tell 
myself, You're so worthless, because I'm building up to cutting. And then it's like I 
am at the top now, III have to do it now.... When I am cutting, I am always smiling. I 
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feel an inner reflef- something is breaking away from my soul, something I don't 
want to be there is being taken out through the cutting" (J. H. 1999) 
The depth of self-hatred is evident and hard to read. Anne was asked directly 
whether she did or did not like her body and she replied; 
"Well like my body has always been something that I happened to be in, / knew / 
was in A body but I didn't feel that it was my body. / didn't feel '0 yeah'this is it, I 
couldn't keep my feet on the ground and there was something about cutting that 
made me be in my body and yet the paradox of that was that a lot of the time 
didn't want to be in that body". 
The "E's" (depending on their place of work), expressed how they thought 
women saw their bodies in a variety of different ways. One nurse suggested that it 
was about other people knowing how much pain they were in. It was a means of 
expressing control in an area they had little control over, she said; 
"they don't want to be attractive to anybody, that's usually linked to abuse, that 
distortion, the problem being that when they were nine they were attractive or 
exposed too much of their body, that kind of thing" (Chris). 
The same practitioner, when asked directly how they thought the woman 
who had self-injured was thinking of her body, stated quite directly that she "Was 
not even sure / would notice it [the body]" At one level, this could be interpreted as 
not impinging on their work, but it may reflect a message that women who self- 
injured were very sensitive to; the fact that they were trying to communicate 
emotional pain about their body with an act of injury. Cat, working in a unit struggled 
to give an answer. When she did, she stated she thought firstly that they could not 
have too much respect for their bodies. Nevertheless, she felt it was a dichotomous 
relationship with their bodies at the same time; 
"I think it goes to show that there is a sort of dichotomy involved in it. It seems to 
work in extremes really, there's like the complete disregard for their bodies and then 
the preoccupation with it". 
Another "E" offered three words; "Hateful, Abused, Damaged" She also admitted 
that; "The more / know about it, the less / know... you see it's got hundreds of 
layers" (Chris). 
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One "E" with some intensive experience in the area pointed out that, at the 
time she never thought about how the women saw their bodies. However, she said; 
"Not at the time that they're sort of at a time when they are actively cutting. / mean 
don't mean just at the time that they physically doing it, but at a period in their life 
where they are doing it quite often, because my experience is, or at least my 
impression is that their body is quite unimportant to them. It'sjust coincidental that it 
isjust their body that they are cutting, it really doesn't matter their body doesn't 
matter (Clara). 
One respondent (Peter), who does not work with self-injury directly but had 
experience via his role with students and in A/E, came closest to expressing what 
seemed to upset"E. B. E's", when he expressed his views even though he felt he 
was sympathetic. He had a clear view on the acceptability issue of a woman's body; 
' The body is an important yardstick of acceptability in this society, rightly or 
wrongly, / won't discuss my feeling about that societal view but / believe that 
obviously somebody who is seriously scarTed is always going to be seen in some 
way as odd and its going to limit the clothes they an wear and so forth-so very sad 
really". 
Unique history of cuts 
Past cuts, acting as a unique emotional history, was an area where there 
appeared to be a coming together in the thinking of the two groups in the study. 
However, when linked with any understanding of blood itself as a vehicle of 
expression, more was made of this by women in testimonies, than either in 
interviews or by the "E" group. The blood language echoes the 
anthropological/sociological religious understandings of chapter four to an extent, 
and strong elements of disgust and shame are evident in the language. Hence; 
"I resist cutting unffl / am desperate to get rid of the anger, self-disgust, contempt 
and pain, that go on and until I need the blood to flow. The feeling of watching all 
that go down the sink makes me feel elated, (LOI: 97: 74d). 
ult's the whole idea of cleansing, of getting rid of something evil inside, of allowing it 
to flow out" ffamara, S 1998: 70). 
"So you do need to see the blood to know its been done. But its partly, partly it 
does feel like the actual blood is bad blood coming out, so it gets rid of some of the 
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badness, erm some of the time its erm like tears so it gets rid of the sadness. 
(Jane). 
By contrast there were far fewer references in the "E" group to any specific 
blood language, possibly because they did not all realise one existed. Such 
language was possibly not seen as directly relevant, or merely the sign of illness. 
There were some references to how the woman might see their body at the time 
they were receiving treatment for cuts but this was not seen as a priority, neither did 
the "E" seem to have any thoughts at the time, which was surprising. One 
commented; 
I don't know if I have an idea about how they feeL Erm, I know they get gj Lite 
upset. Erin some individuals get quite upset with closing wounds, but then they see 
closing wounds as being "covered ovet' as it was, Erm, which is difficult if you want 
to mend it and they don't want, that's quite difficult"(Leah). 
For some E. B. E's the cut was a specific history of a time when feelings were 
raw and very difficult. In this respect, the testimony was particularly hard to read, in 
terms of its very graphic description of the relationship of cutting to feelings; 
When I'm cutting myself I want to be permanently scaring myself. That's another of 
my goals along with making myself bleed" (JH1999: 69). 
The scars were reminders of baffles fought but also battles yet to come because 
they were reminders that in reality problems were never solved in one act, but were 
waiting to re-surface, hence Nan wrote; 
"Fresh cuts, red and sore, to remind me 
that / cant shake off unwanted memories, 
that I cant not feel the pain simply because 
I donY want to, because I want it gone, 
embryonic scars, biding their time, 
superior in their knowledge of well -kept secrets, 
safe and comfortable in their sudden return" (Nan notebook entry). 
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One "E" did make a very direct connection with a wound and the rawness of 
emotions. A history of just how bad things were; 
"That was the only way she could be that raw, that was how she felt incredibly 
sensitive and overwhelmed with things. And so, she seemed very contained on the 
outside, but on the inside there was this raw wound" (Cat). As the diagram attempts 
to indicate there was a degree of closeness of understanding, with the "E's" just not 
quite meeting in the middle. 
Internal Sympathy 
The nature of feeling sympathy, which was internalised and genuine, was 
important to the "ERE" group. Here there was a gap where the two sides could not 
make a meeting. The "EREV were wanting definitive changes of action by the 
"E's" in their responses to acts of injury, from the negative attention that was 
experienced as a begrudging tone to one where dialogue might ensue. Diane said; 
ul didn't want that type of negative attention, that kind of well lets try and fix it then 
and make you better', you know. Or that kind of wall where theyjust bandage it up 
and leave you to get on with it, kind of, if they had been kind of more without 
judgement you know kind of accepting, then it would have been you know different". 
Certain members of the uE. B. E" group felt additionally that as individuals 
they were beginning processes of change to how they saw their future "cutting 
careers". They knew that things would have to change in their lives, but making that 
change was as hard for them to undertake as it was for the "E" group to 
understand. In order to aid them to make those changes, and if they utilised mental 
health services, then it was those services where the greatest degree of change 
was needed. Gill commented that; 
"The shadows are fading and as / became stronger / gained a need to offer others 
in similar situations support and hope. Also / need to speak out about my 
experiences.... and to ask the psychiatric profession to stand back from their instant 
diagnosing and to look behind the symptoms, and give the individual time and 
patience to be heard". 
Jane spoke at great length about her need to change her own approach to 
self-injury and how she thought the "Experts" might make changes in their 
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approaches towards her, which although small, would make an immense 
difference. Jane didn't expect professionals to make everything right immediately, 
but they could support more appropriately. As she stated; 
"ff somebody couldjust say, 7 hear what you are saying and I can be with you in it', 
you may want to cut yourself to pieces, you may want to take 25 million tablets or 
whatever to block out the pain. I can be there with you, you are not alone, and not 
being alone, / think is a massive thing really". 
Jane in the same section of the interview also commented that things were 
changing for her in terms of her need to cut. She said; 
"/ was in a state of great distress and wanted to cut, but actually had thought for the 
very first time in my life, that I didn't want to do damage to my body, because I 
cared too much about my body and I've never had that thought in my life before, 
that was really amazing to have that thought". 
What was needed to make that change was education concerning the 
nature of self-injury. Ironically, some ERE's defended nurses, who they felt had 
received little specific education and therefore how could they could know what to 
do. This was where those with personal experience might now undertake the 
teaching from their viewpoint. Such an action might change the lack of what was 
termed "Internal Sympathy" as Jane an ERE and a nurse said; 
"Training and education will never hann anyone and that's mostly the statting point, 
but I think its more on a human level, / think that the professionals involvedjust at a 
human level are often disturbed by it or disgusted by it or shocked or they can't 
conceive it. Do you know what / mean, it's more probably on a human level". 
The internalised sympathy had to be more than simply an emotional 
sympathy. One "En now in education, spoke of his feelings of immense sadness, he 
admitted he needed education; "I think the overwhelming emotion was one of 
sadness that people should feel that they had to do such harm to themselves for 
whatever reason, for reasons that I didn't truthfully understand / have to say" 
(Peter). 
Jo, felt very much that it was a case of it could easily be her, she said; 
"/ think we are all victims of our own destiny to some extent and for someone to end 
up physically hurting themselves to that extent must be desperately sad, unhappy 
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you know angry, you know that all sorts of things must be coming into play. I think 
there but for the grace you know". 
Jo felt when support was needed, she had a professional responsibility to get the 
knowledge or help of others to offer that support. How she should do this was less 
clear. For those working regularly with self-injurious women a sense of regularly 
reflecting on personal reactions and feelings was essential. In addition, those with 
knowledge and experience needed to address deficiencies in colleagues with 
support and education. Matt noted that colleagues who were excellent mental 
health nurses in the main, changed completely when it came to self-injury; 
"Good practice and good attitudes and all those sorts of things go out the window 
really, and it becomes much more of a instinctive iudgmenta sort of approach, 
which means that in, in a lot of cases they subconsciously adopt this when working 
with people who self-harm". 
Need to cut. 
An area where support for those working with self-injury might be seen as 
essential was coming to understand that a "need to cut" was a strong theme for the 
"ERE" group and in figure seven a concept that extended into the "E" area from 
the "E. B. E. ". "The Have to" was opposed by the uWhy do they have to do it? " from 
t he "E's". This need to cut was described in a variety of ways and again the 
language of the testimonies was possible the more graphic in nature; 
"Self-injury became an obsession that felt like an addiction. / used a knife, and 
once blood came I felt better... I had put knives all around my house, in my truck, 
on my nightstand. They were like a security blanket for me" (Ceci /B. H 1998: 148). 
Another (Babs) described it as; 
u I've never fully explained what its like to be gripped by the urge to hurt myself, 
because more often than not it happens so fast that / can't explain until its done.... 
and the feeling I get is neady overwhelming". 
Nan referred to the fact that immediately on waking in the morning 
occasionally she knew that day she would be self-injuring. There was contained 
within this a serious attempt to delay the act. There was no evidence that she really 
wanted to cut herself. This fact was not always clear to the "E's". 
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"Sometimes I wake in the moming and I know if I am going to cut that day or I know 
I have to fight not to, I'm going to have to really fight and I know that within half an 
hour of waking up / know that.... The point however from being able to say no and 
actually doing it is usually quite quick, I would say sort of 20 minutes". 
Experienced "E's", recognised that there was a struggle most of the time. Bob 
commented; 
"Quite often the struggles to find an explanation get very vague. Where they are 
aware of something that builds up until they reach a stage where it is all too much 
it is very complex and there are lots of varying reasons that don't make sense to 
me" 
There is in figure seven the acceptance that self-injury is an act that has to 
be completed. Both sides are able see that, but somehow the central point of 
agreement never quite came together at this interrogation of the data. Hence, one 
"E" (Monty) who had considerable experience at this stage in his career, had to 
conclude that in his unit; 
uthere's like this homogenous group of individuals that all self-harm. That might be 
the only similarity about it, but they do all self-harm, it seems to be the constructive 
thing to do, within limits, to a certain extent to allow them if they feel they need to 
self-harm, rather than preventing them from doing that". 
Another came back to the researcher with some more information and said that he 
had been thinking about a specific member of the resident group and the 
researchers questions. This had prompted him to think; "I get reminded how bizarre 
it is to cut yourself / thought god you are a twenty something year old female and 
you are cutting your arm to bits. / think I go into fb[getting how bizarre a thing or odd 
thing it is to do working here. Evety now and then / get pulled back into being 
reminded that it is completely odd behaviour" (Mick). It was not that he was 
uncaring or did not accept the behaviour, far from it, but what he could not 
understand from the action was, why cutting specifically? What was being said that 
could not be said in any other way? The question remains therefore how far was 
there any agreement between the two groups, one wanting to stop as well as the 
"E's" being able to help them stop. 
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Wanting to stop 
Wide mention was made in the "E. B. E. " group of the desire to stop self- 
injury, but simultaneously they expressed need for the help and support they 
perceived it offered. They would effect this stopping when they were ready, it could 
not be forced upon them. There might be some public perception that self-injury is 
an act which the women did to attract attention to themselves for all the wrong 
reasons, that they did not feel any sense of its being unacceptable or even anti- 
social. Comments indicated this view in both interview and testimony; "it supports 
and helps me, but I'm ashamed and embarrassed" (VVS1 [iia]). 
Another person writing in the same Bibbit of testimony said; 
"I want to give up cutting, but only for myself, not because others want me to, it has 
got a lot less since I've had more support and worked on my feelings. I've 
developed other ways of coping, but I still sometimes need to do it. I definitely don't 
want to keep on self-harming, but I am quite frightened of being without it" (WS [flb]) 
A powerful piece of poetry obtained from a support group on the internet provides a 
good summary of the emergent feelings at this stage of analysis; 
'Further from the light I go 
I surrender to the darkness, and peace lets me go 
There is no relief, / am full of fright 
The impulse comes and against it / fight. 
/ refuse the outlets that are offered me 
I need time alone, I need to breathe 
My blood boils and my eyes start to shut 
I begin to feel lighter and I start to cut" (Si [4mhol]) 
Only one "E" specifically acknowledged that they would not be able to just 
stop, "they are not going to be able to switch it off like a button, its going to take 
time" (Leah). The "EREV felt that nurses wanted to them to stop the cutting 
immediately especially in the context of acute admissions wards. Some had 
reported constant observation as a means of achieving this, but few "E's" directly 
said that wanted them to stop or felt that they could effect the cessation of cutting. 
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Cuffing conflicts 
For the "E's" this uncertainty about stopping or not stopping the behaviour 
tended to occur more frequently in what the researcher coded at this stage as 
cutting conflicts. Both groups had conflicts about self-injurious behaviour and on 
occasion's different conflicts. The arrows are at the central point, as conflicts were 
one of the few points of agreement. One "E" for example was as confused about 
personal feelings whilst managing a clients' cut as the client was at the time they 
inflicted the injury. He somewhat hesitatingly stated; 
allm ERM, I think that I have different feelings at different times. I think that 111hey 
probably go through a whole range of feelings with different people at different 
times. Sometimes it feels like it's really helpful you know to put steri-strips on or to 
dress a wound, it feels really helpful, and it that kind of 'lets sit down and get this 
wound cleaned up. Let's patch it up' It feels like it is helpful and nurse and very 
care givin type of thing and other times it feels realiv frustrating and a complete 
waste of time and vuck. And I think, you know, I want NOTHING to do with it" 
(Mick). 
Another nurse, (Matt) had a conflict about managing self-injury in a forensic setting. 
He recognised that women needed to cut, but felt obliged to remove any possible 
implement. His conflict was that he could not achieve that because the women 
would simply find another weapon he says; 
"If you say that I wil/just remove all the instruments that a woman will use, then the 
woman wil/just gouge her own eyes out or pull her hair out You can't do it, it is not 
possible to remove everything that may cause injury". 
Soothing and mending 
Another highly contested complexity was the related concept of "soothing 
the pain" and the self, or whether wounds should be "mended" if simultaneously the 
pain could not be mended. As can be noted from figure seven, a fair degree of 
certainty exists with the "E's" that they were usoothing" pain by tending 
sympathetically to cuts. The strength of their argument is not reciprocated in the 
women concerned. Indeed the two-way arrow on the "ERE" side indicates their 
own uncertainties about the whole idea of soothing and mending. 
The release of blood did tend to have a sense that its flow "mended" some 
emotional pain. Yet, there also existed the sense that it was transitory, and for 
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some by not covering a cut, emotional pain was allowed to surface in the place of 
flowing blood. For them it seemed as if; "The warm blood as it trickles down gives 
me comfort and release and I know that for a few short hours my mind will be at 
peace" (Shfajanon). 
'When cutting I feel total self-hate and very vulnerable and like a child and would 
like to be physically held and comforted until / have come through it" (Har95: 64 
Judy). 
Some of the women reported a feeling of warmth and comfort, which on occasions 
was slightly if not overtly sexual in nature, was somewhat surprising given their 
abuse backgrounds (Everett & Gallop, 2001). For some the instrument utilised was 
described in terms that resembling a childhood toy; 
"It was like a comforter, it was always there it was reliable it was always there no 
matter what happened in the day I knew I had this relationship, I suppose with this 
thing, this blade and so I think for me it was like being very young as well (Anne). 
"It's not that you feel drunk or stoned, Its erm ... I don't know, 
it's a quite euphoric 
feeling really, just tingly and, floaty, and numb and really liked wrapped in cotton 
woo/"(Babs). 
The view was also expressed by two people that clearing up afterwa rds and looking 
after self and implements was a real part of the act of self-injury; 
ul was yeah, I am a very ritualistic person and I think it is something that comes 
along with my creativity and / have a real thing about boxes. I was saying to my 
Nend the other day I must do something about these boxes because my little, erm 
my little kit was in a little wooden box. The ritual usually that / had, was the cleaning 
up afterwards" (Anne). 
Sometimes it feels like you have to deal with itjust like it's a task thing, it is 
something that you have to see to. Like a task thing, Erin you have to deal with it 
and you have to go and be seen to mend .... For me / know it's a bit of a sidetrack 
but, when they bandaged it up, for me sometimes the bandaging I felt has been 
very important It might sound pathetic but it is being looked after, and a couple of 
occasions last year I actually got some bandages on and felt I was caring for 
myself and. -, t was sort of like a message to. myself which the cutting often is (Reah) 
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The "E" group, certainly those whose work regularly placed them alongside 
self-injurious clients spoke of the powerful effects that "mending" the results of self- 
injurious acts had on them. It was as if by doing so, it became an area of safe 
practice, which they could practice with confidence, and perform caring that 
permitted the expression of compassion without further emotive responses. Leah 
said; 
"What / do when someone has self-harmed I go into the thing of 7 am going to 
mend them! 'l actually like sted-stripping them because i feel it is mending them. 
find overdoses quite hard because you can't mend them... I can sooth, mend it a bit 
by steri-stripping. I know that it doesn't actually do it but that seems to make me feel 
quite a bit better about it". 
What was very interesting was the response of one nurse at the end of the data- 
gathering period, when the researcher was at a stage of confirming the validity of 
some of the emerging codes. The researcher asked an A/E nurse about the 
emotional effects of bandaging. Even when she was asked about bandaging as 
symbolic this nurse could not be moved to see it in any other way than as a 
physical object. Flora stated; 
"I would say a bandage should only be used if its clinically necessary".... 1 mean it 
all depends on where the cut is and how it needs to be managed and if it's a facial 
cut you never cover it anyway, it's a matter of sealing the wound, whether that's the 
glue or anything else". 
Flora could not be drawn at all on the concept of soothing or seeing behind the 
language of the cut, from her response above. Hence not only in the diagram do the 
two groups not really arrive at the middle, in both groups there are differences of 
interpretation evident in these discourses. 
Body Safety 
The concept of body safety in self-injury was difficult. Again there were 
differences in each group and it appeared that each group seemed very much to 
want their interpretation to overrule the other group. Hence, there were marked 
divergences in the directions of the arrows, with little common ground. So, when 
Diane was asked about the threat to her safety she said; I think / was more of a 
threat to myself if / had not done it [cut]", as another wrote; "It's a solution that 
means I am not going to completely flip or kill myself". (WSia) 
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Nan expressed the view that her body safety was "maintained" in her using a blade 
rather than glass; 
'When its happening or not you are in a place of great awareness, but for instance 
that's why Erm, like / might make a razor blade more accessible than a piece of 
glass because the aftereffects aren't as damaging" 
Some of the "E" group admitted the whole concept was stressful, especially as they 
were trying to maintain a narrow line between risk minimisation and preventing 
suicide. One "E" said; 
"When do you take responsibility? How much is condoned by accepting the 
message that is given? How much risk can be taken, training and experience you 
have helps with that We enter the wodd of what messages can be given about 
what is okay and what is not okay" (Bob). 
Severe cuts worried a nurse in the unit, who was also honest about her anger when 
after a lot of "safety planning" a woman cut herself. She also spoke of her relief that 
the woman had only cut, rather than something more serious, but she did worry 
about blood loss that she was unable to assess; 
"Don't feel worried about them, occasionally but not often. That's mainly if it looks 
as if someone has gone into a vein or something maybe. ' and if you are aware 
immediately that they have not done it straight before they have come to approach 
you, that makes me anxious" (Cat). 
Cutting was central to managing to survive for the "E. B. E" group, but at the 
same time, in various ways, they all knew that at the end point it had an element of 
uselessness about it. They knew and indeed wanted to stop self-injurious acts, but 
the issue was when and under what circumstances. Jules said; 
"Yeah ... it was frightening. People thought I was mad. People called it a suicide 
attempt. It didn't get me anywhere, I didn't get any ... you don't get presents for it. It 
bought me bad things really, I felt bad about it, I felt ashamed, it was never a good 
experience". 
One nurse, Leah, said she still heard colleagues' speak negatively of the behaviour 
and more importantly the individuals themselves; 
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"People get frustrated with these people they are very FRUSTRATING! Erm I think 
the other thing [she heard] is if you treat them badly, then Erm maybe they won't do 
it as much"(Leah). 
The distressing thing is that this is a comment from recent experience, clearly, there 
is evidence from "E's" that cuffing is still perceived as a meaningless act, which they 
interpret very differently from the "ERE" group. 
Uselessness 
Finally in this analysis stage, one comment was noted which appeared to 
summarise a good deal of thinking on this aspect, a nurse (Monty) said; 
"There not being answers, THAPS the frustration because it almost creates a 
feeling of therapeutic impotence in nurse working with these people. I'm speaking 
generally, but I've felt that myself as well, occasionally not always". 
It was an act that produced uselessness in "E's" and about which the "EREV felt 
useless in different ways. Nevertheless, the women hoped eventually they would 
cease self-injurious behaviours, as that would signify coming to some type of 
closure concerning what had happened in their past, and the utilisation of 
alternative ways of coping with distress in the future. 
8.6 Summary 
The contents of this chapter are a summary of three stages of data 
interrogation of both groups who participated in the study. The interrogation 
explored the two groups understanding of the language, purposes and 
characteristics of self-injury. Attempts were made to keep the biography as original 
as possible. Additionally, findings from the study concerning personal details, 
experiences and understandings have been presented in graphic form where 
possible to provide some further insight into the two groups. To achieve a deeper 
analysis, all stages of interrogation were reported on. Finally, this led to 
consideration of the creation of the concepts of battleground, potentially unsolvable 
conflicts, and the first stage of a conceptual model, which has been named 
uContested Complexities" of self-injury. In the following chapter, a summative 
analysis of these personal biographies concludes the findings. and moves to an 
analysis, which refines the model arising following a final interrogation. From an 
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early general thematic analysis, the focus of the chapter moved to this more 
specific analysis of the language. This approach focussed on characteristics directly 
associated with the act and the resultant languages and feelings of both groups. In 
addition identifying these languages revealed details concerning attitudes and 
responses of helping professionals to self-injurious individuals in general, and in 
this study women in particular. The necessity of understanding the functioning and 
ways in which women use self-injury to cope with distress are discussed in greater 
depth in the following chapter. 
This latter approach concurs with Connors (1996) who stated; 
"Fundamentally, responses to self-injury, whether by the survivor or by 
helping professionals can only be useful if they are grounded in an understanding of 
the meaning attributed to and function served by this form of coping" (P. 205). 
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Chapter Nine: Discussion and Conclusions Concerning The Converging 
Complexities of Self-Iniurlous Behaviour. 
9.1 Introduction. 
'It's funny actually because for so many years you feel that your self-harm is 
something strange that you do when you are mad.... Then you get very immersed 
in the world of self-harm in al/ kinds of different ways, and then you find you are a 
stranger there as well" (Jules). 
"I think I go through a whole range of feelings with different people at different 
times. Sometimes it feels really helpful to put sted- strips on, or dress a wound, it 
feels really helpful. Other times it feels frustrating and a complete waste of time and 
I think / want nothing to do with it (Mick). 
This chapter concludes the presentation of testimonial and interview data 
from both the groups who are involved in this study of self-injurious women, nurses 
and other health care professionals. In order to undertake this, properties of the 
contested complexities referred to in the previous chapter were re-interrogated to 
discern commonalities amongst them and arrive at a finalised set of categories. 
These categories can be, according to Kirby and McKenna (1989), basic elements 
of theory generation. This epistemological approach to data analysis is the 
foundation to the study. 
Gaining insight into the complexities and depth of emotional pain that drives 
a woman towards self-directed injury is difficult. The women's language expresses 
deep emotions which, when released with cutting, is painful to hear and read. The 
language may disguise deep feelings including those of anger and the sense of 
powerlessness. Such emotions were evident in the language of both groups. The 
study considered a group of women who are self-injurious and a group of carers 
(nurses), part of a profession that is largely female. Many of the "E" group work at 
the "clinical interface" for much of their professional lives, and some may 
experience the oppression of a system they perceive may not value their caring 
contributions. In other words, they feel a similar sense of powerlessness to the 
women with whom they interact. The oppression and control of women and their 
emotional reactions is entrenched in certain aspects of society. Early feminists 
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challenged the control of women in society and that critique included the practice of 
psychiatry. 
9.2 Does feminism have a contribution to make to the understanding of self- 
iniurious acts in women? 
The history of nursing's relationship with self-injurious women has not 
always been positive and is prone to misinterpretation. Much of this 
misunderstanding may have arisen because of discrimination, fear, or ignorance of 
research concerning self-injurious behaviour. In addition, some of the failure to 
understand self-injurious behaviour may have origins in a lack of understanding of 
the nature of language used to describe self-injurious acts from the perspective of 
the portrayal of bodies and blood. This might be the result of a lack of knowledge of 
both embodiment theory and feminist approaches, both of which might influence 
care for the better (Lawler, 1997). If these epistemological stances could be taken 
into consideration when examining the language of self-injury, then the possibility 
exists for alternative understandings, which might positively enhance women's care. 
Blood shed by acts of self-initiated injury can elicit powerful reactions in the 
person who encounters it and as a result may arouse powerful emotions in those 
who function in a "care" capacity. For nurses, who have had in the past a training 
that discourages frank expression of emotions, this might make an encounter 
distressing when confronted with an act of self-injury. Largely the education of 
nurses remains one that socialises them into the avoidance of expressing raw 
emotions, in the interests of "professional relationships". Expressions of emotional 
pain from acts of injury may be met with both appropriate and inappropriate 
reactions from nurses possessing varying levels of expertise with women in this 
situation. Reynolds & Scott (2000) suggest that generally nurses fail to show 
empathic responses towards their patients, so it is not surprising that negative 
responses continue to be exhibited towards women who are self-injurious. 
Examination of the histories and experiences of self-injurious women (the 
experts by experience) and the nurses (the experts) reveal that not infrequently 
both sides are enmeshed by self -injury. This may result in emotional costs both to 
women who are self-injurious, and to nurses who work with them. This is not 
surprising given the histories of the women discussed in chapter eight and 
examination of literature from previous chapters. These chapters related the 
biographies of the conflicts created by cutting within the wom6n's families. 
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In seeking to understand these biographies more clearly Garland-Thomson (2005) 
offers an analysis that she terms usituated theory" as providing a tool for the 
analysis of groups she peceives as having some type of disabling health deficit. 
Whilst self-injury does not fall into this category, Garla nd-Thom son's work suggests 
the creation of a theory from a standpoint that is; 
"thoroughly situated from the position of the disabled woman subject. 
Grounding theory in life-writing these works models the feminist standpoint practice 
at its best" (P. 9). She further states; "Situated theory is not simply disability 
memoirs or illness narratives ... rather, situated theory offers a feminist disability 
epistemology that protests the disability system" (P. 9). 
Self-injurious women may or may not have additional disabilities, which keep them 
subconsciously bound to past lives. However, they certainly find difficulty accessing 
appropriate support to aid their challenge to a system of health care, may label 
cuffing as an "illness". If it is an "illness" then the goal must be one of cure by one of 
the most patristic systems of all, notably medicine. This theory stands somewhat in 
conflict with the notion of a disability in the strictest sense in which society should 
adapt its perceptions to rather than effect cures for illness. Furthermore, the focus 
needs to move from the cutting act to the cause, a greatly more complex issue. 
Whilst undoubtedly some women self-injure in response to a defined mental 
illness, with hallucinatory voices, the women in this sample did not fall into that 
group. They had to use a system designed for the cure of illness rather than the 
management of past distress using a painful and threatening self- directed act. The 
health system in not having a support focus is inappropriately focussed on cure. 
Some had little choice but to enter a medical system that did not offer appropriate 
support or help. Once in the system, exit can prove difficult. This may be the result 
of the powerful position of psychiatry in society. Likewise, psychiatry can function 
to convince the individual that they are "mad" and in more permanent need of 
medical interventions. These may further enmesh and silence their language of 
anger, a rightful rage that remains following earlier trauma. The language of the 
self-injurious act serves to record family abuses and conflicts when at times the 
women could only cry with "tears of blood", so deep was their internalised distress. 
Some women, who survived the abuses outlined in earlier literature, had quite 
literally lived on emotional, painful, cuffing edges of oppression from which there 
was no simple exit. Mary Daly suggests that once in a situation of oppression, the 
oppressed have the greatest of emotional difficulty in breaking free. Daly is not 
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referring to self-injury in the following quotation, but it has relevance for this context. 
Daly (1986) states; 
"As contradictory, divided beings, the oppressed do not fully grasp the 
paralyzing fact that the oppressor, having invaded the victims psyches, now exists 
within themselves. They are caught in a web of self-defeating behaviour" (P. 48). 
The web may serve to contain all the internal anger. The potential consequences of 
releasing it physically or verbally are too frightening for some women to 
contemplate, There is the fear that such internalised and festering anger; "is too 
violent to feel because it might swell into violent rage" (See Hyman, 1999: 58). 
Oppression can be a unique and personal experience for a woman, or it may 
originate from long established systems of patriarchal control from the societies and 
communities from which they originate. In respect of mental health, psychiatric 
control can lead to the depiction of women as weak and emotionally dependant as 
discussed in chapter two. 
Alternatively, women may be portrayed as victims of their powerful emotive 
responses, thus causing them to function in ways not acceptable to their society. 
Such a powerful emotional expression is one which Thomas (1991) suggests can 
result in problems associated with uncontrolled expressions of anger. As a result, 
these may have adverse consequences for the woman concerned. Anger of itself is 
not harmful, but the consequences of inappropriate expression might induce more 
psychologically harmful reactions from those who are subject to its inappropriate 
expression. Thomas argues that a role of mental health professionals in this context 
is to motivate women to act more assertively in interactions with families and other 
significant individuals, and hence utilise that anger for their own good. Thomas 
concludes that the inappropriate expression of anger could be a poor strategy for 
dealing with internalised distress. It could be suggested from this study that, as a 
survivor of trauma, self-injury is an inappropriate expression of anger. Many self- 
injurious acts involve the expression of anger and nurses, not surprisingly may have 
difficulties in coping with the manifestations of it. The role of the feminist health 
practitioner in this situation, having accepted the validity of the pain for the woman, 
is to assist them in the discovery of new ways of containing the inappropriate 
expression of anger, and validating the women's own approaches to containing 
these responses. 
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Chesler (1997) suggests that psychiatry, whilst considerably improved in 
the 1990's, still exhibits bias against women and other deprived groups, with the 
effect that they do not receive appropriate respect, treatment or support in their 
distress. In certain communities, the woman's function remains one of preserving 
their subordinate status. It is not surprising that, when this is compounded by early 
abusive experiences and injunctions not to speak out, the result is internalised pain, 
which may find expression in violent, self-directed and most often private acts of 
self-injury. As a childhood victim of traumatic abuse, a woman may experience 
further repression of her feelings of anger at what has happened to her, by her 
abusers injunctions to silence. She comes to understand quickly that silence may 
be the safest way to stay emotionally and occasionally physically alive (Crowe, 
1996). Power exerted by the abuser over her, remains in injunctions to silence, and 
even the non acceptance of her abuse from her mother and other female members 
of the family (Astbury, 1996: Hyman, 1999: Bhugra, 2004). Essentially a victim of 
abuse, which occurs at an early age, may loose the power to resist further abuses, 
either intended or accidental. 
Acts of rebellion "or being out of control" can attract further repressive 
measures that effectively keep woman in historically assigned roles of passivity and 
acceptance. Women seeking support for distress and mental illness may not have 
medical and nursing approval to gain what they feel they need, which may be an 
holistic, broad based approach to working with the results of their trauma and 
distress (Chesler, 1997). If women survive the psychiatric system, few can expect 
discharge to supportive communities where the consequences of early abuse are 
managed in non-medicalised approaches, and which include high quality therapy 
and counselling. If women, as many were in this study were, are admitted to some 
psychiatric units in the U. K. they may have to deal with further harassing and 
abusive environments whilst trying to manage distress. There have been 
improvements with government initiatives on the care women receive in hospitals 
(DOH, 2002). However, women who are self- injurious still experience 
misunderstanding and ignorance concerning the complexity of self-injury 
(Johnstone, 2000: Ross, 2000: Laurance, 2003). This study indicates that some of 
those complexities may have elements of convergence, that is to say, both sides 
may be closer together in their understandings of each other's feelings. What 
possibly divides them is a lack of understanding of the language of self-injurious 
acts. What is suggested is that rather than -portraying the complexities as totally 
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contested as in the battleground of chapter eight, what exist are areas of 
converging complexity. 
9.3 Learninq to listen-Creatinq converging complexities. 
The final set of complexities resulted from amalgamating the categories 
referred to in the previous chapter as conflicting complexities. In this examination, 
previous categories were re- interrogated with a more direct purpose of examining 
the language, feelings and actions directly relating to women's acts of self-injury. In 
other words, interrogating the descriptions of the language and emotions of self- 
injury, which are mediated from women who are self-injurious to others who have 
contact with them. Such an interrogation revealed 11 major areas on which there 
were elements of convergence, as indicated in figure eight following. 
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FIGURE 8: THE CONVERGING COMPLEXITIES OF SELF-INJURY 
There are, in addition to the 11 areas of convergence, three major areas 
indicated from examination of the language concerning injury, but these were 
issues either not raised by both sides or one where a major divide was evidenced. 
PAIN 
PERS/PROFF FELT DISTANCE 
MUST HURT HURT IS EMOTIONAL 0) 
SELF-MANAGEMENT PHYSICAL 
(2) 
NEEDS NOW SEEN FOR 
SELF MANAGEMENT 
HEREAV EM ENT- REAL LOSS 
SELF INJURY IS MESSY 
PHYSICAL MESS, PSYCIfe)LOGICAI. MESSINESS 
CLEANING AFTER MESS 
MENDING ROLE NEAT. CLEAN ALL TYPES 
SEXISM & PATERNALISM 
HATING THE BODY 
INTERPRETATION 
BECOMING EXPERT 
WRITINGS 
PROFFESSIONAL APPLIED TO PRACTICE 
COST OF CARING 
SADgESS 
CONSUMER TIMEWASTER 
IN SOME HOSPITALS 
WHOSE RIGHT44REDOMINATE? 
! aK 
0- __m_q 
175 
Thick black lines represent these, where a thin line of feeling between the two 
groups might have been expected. Of the eleven convergences, six were areas of 
convergence, which are discussed further in this chapter. They are areas that 
could be accurately described as those where a meeting at a central point was 
evident from the data sources. This does not imply that the language both used was 
identical, but both groups reported these areas as significant. These areas are 
> Control 
> Self-Management 
> Messiness 
> Sadness 
> Rights 
> Risk 
Additionally in figure 8, red lines indicate two of the four convergent complexities 
and three convergences have green lines. Both are areas of complexity, the red line 
indicating areas where battles remain in evidence and the green one where there is 
agreement concerning the subject, but not necessarily utilising a mutually agreed 
language. The blue lines are at different points on the continuum because both 
agree the descriptors are valid, but certainly, for two of them power emanating from 
one group is not counterbalanced by the other's resources. Hence, there is 
convergence of sorts, but the disparity of explanation and practice remains. 
As with the contested complexities, before proceeding to outline "The 
Voices" behind these converging complexities, it is pertinent to define the properties 
that the researcher ascribed to the categories that led to their inclusion in the 
analysis. The essential characteristic was that it had: 
The property of convergence, but with some areas where there was an 
ongoing tension concerning the nature of the property. At the centre, there 
was an agreement the property existed for both groups, but there was 
disagreement concerning the intrinsic characteristics of the property. 
The complexities are grouped according to the colour in the diagram for the 
purposes of clarity and presentation. Hence, the first group (blue coding) are those 
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where there is an element of convergence, but with some disparity evident from the 
testimonies offered. 
Complexity (1) Pain 
The voices of the uE. B. E's" concerning the pain of injury had differing 
interpretations from those of the T" group. Whilst the self-injurious women rather 
obviously mentioned the physical pain at the time of cutting, for them the stronger 
pain was emotional. Ashley reported that during cutting she felt; 
"Completely numb, or I feel so much physical pain that I overpower it in emotional 
pain. After the episode I feel relieved, as if / have released some tension" (BH 
98: 95). 
However, that is not to say that all the women experienced minimal physical 
pain. They did have pain, but it appeared to be of less significance to them than 
their contained emotions. Therefore, they became angry at suggestions made that 
cutting did not cause them pain as Reah says; 
"i wish they wouldn't say things like that It doesn't mean that the pain is superficial, 
like the emotional pain. Sometimes I think I equate the two, so if / bleed a lot then it 
means I'm hurting a lot, because, erm other people judge it in that way". 
The testimony of Juanita records not only her feelings, but also the immense depth 
of emotional pain that she felt, which led to her self-injury she says; 
'I feel terrible, I have to make my feelings go away. I use very bitter medicine to 
make them go away. If I'm lucky, I go away too. When I do it, there's only the place 
on my skin that I'm looking at. There is nothing-no thoughts. I start to cut. It hurts, I 
cut a little deeper. It hurts a lot. I move the blade. It hurts much more. I start to 
bleed. The blood means I hurt enough to chase away all other pain" (Lev98: 38). 
This double type of pain intensity is indicated in the model as a pain that comes 
very strongly over from the "E. B. E. " to the "E" side of the equation. It is intended to 
convey the depth and type of pain felt as shown by the labelling and the numbers. 
What of the "E's" language? Had they given thought to how the self-injurious 
woman might be experiencing pain? In addition to anger, Ron when asked 
admitted to his horror that he hoped one woman who had injured and was sutured 
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whilst he was on duty, did feel some pain, possibly because he had experienced so 
much pain that shift Ron said; 
a/ think I might have thought, but I don't know if I did 7 hope this hurts a bit. Don't 
know if I thought it at the time, I'm horiffied if I did, but after all I can get very 
aggressive at times". This was surprising because he was thought to be one of the 
more gentle men where he worked. The professional voice of the nurses states that 
they thought it must hurt, as would the reactions of any nurses be to acts of injury, 
because the whole area of the meaning of mutilation meant was not considered. 
One nurse thought cutting was more shocking than eating distress as; U/ felt it was 
more of a signal, more open distress" (Leah). The same nurse also interpreted the 
pain language in a way that moved more towards convergence when she said of 
those who were in the specialist unit; 
" They are not used to being accepted".... these awful people they have been told 
they are. It's really difficult for them to accept that people will care for them. / think 
when people don't treat them propedy it feeds into them saying to themselves, 'well 
I'm not really wotth it so I am going to get treated like this so it doesn't really 
matter"'.. 
Peter suggested that for one self-injurious woman who he knew who was now a 
student nurse, stopping the cutting meant the pain had stopped. Then he realised 
there was an emotional scar, which was not easily removed; 
"It is interesting because I was going to say my assumption is that we are talking 
about somebody who has been able to stop self-harming, but that doesn't actually 
stop the scars does it and that (cutting) doesn't take the scars away". 
None of the nurses appeared to make attempts to understand how the woman may 
interpret her own body at the time of injury, (one of few direct questions asked of all 
the interviewees). Hence, some convergence is present here, but it remains an 
unresolved complexity resulting from apparently very different explanations. 
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Complexity (2) Hating the Body. 
Having conducted a further examination of the data, the question of body 
hatred remained as a major area. Initial examination of this area was considered in 
the previous chapter. What transpired in some responses from the UEV were 
reasonably strong views that, in their opinion, the women's bodies were 
unimportant to them when they were self-injurious. Hence, Matt said; Olt isjust 
coincidental that it is their body they are cutting, it really doesn't matter, their body 
doesn't matter. However, when the women were not self-injurious there were 
possibly contradictory feelings concerning the depth of body hatred, in that "E's" 
spoke of women seeing themselves as unattractive. Mike linked the two together, 
implying bodily indifference. This was interesting because the women tended to cut 
to keep themselves unattractive, or because they hated the representational body 
so intensely that they needed to harm it. Another, (Chris) made an implication of 
irrelevance and hatred of the body, stating the nursing responsibility was (ironically) 
to; "help people get past the surface of things and get to know what is generating 
the agony" Jo said of a woman she knew; "I don't think she pays it much attention 
frankly because of this business of always wearing the same clothes, the same 
colours". 
Similarly, an "ERE" who supplied a testimony, closely linked her self-injurious 
behaviour with her other body hating activity, eating distress. It was as if one 
complexity about her body image, was lessened by the use of another; 'After 
stopped taking benzodiazepine because of the side-effects, I put on weight. / hate 
my body" (Babs). 
Hence, there are indications of a converging complexity in terms of the 
interpretation of body hatred. However, as indicated by the blue line, the 
expressions of hatred in the "E. B. E. " group were powerful and not accepted on face 
value by the "E" group. They did not always accept the general maxim of body 
hatred manifested in self-injurious acts, and maintained an interpretation of body 
image that was not always shared by the "E. B. E. " group, hence the status of 
converging but somewhat disparate interpretation is suggested. 
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Complexity (3) Consumer or time-waster. 
The DOH (2004) states in its guidance booklet for people who self-harm; 
"Many people who harm themselves have concems about getting help. You may 
feel that healthcare professionals do not understand why you have harmed 
yourself, and why you may continue to do this..... All healthcare professionals, 
however, should treat you with respect at all times, and notjudge you, but listen to 
you" (P. 11). 
The "EREV in the study had experienced negative non-verbal reactions or blatant 
negative comment. Whether or not such comment was intended, the visualisation of 
figure 8 attempts to portray the degree and depth of experience for the women. To 
an extent, the reactions to this group of self-injurious women bear out the findings 
of Bowers (2003a) and his observations concerning the management of difficult 
patients, (See Chapter Seven). The communication of such negativity was open 
and undisguised for some women. However some recalled experiences 20 years 
distant; "[she said] 'How Stupid / was, 'Seeking attention, if you can't be trusted 
youW have to stay with usn (Debs). 
More recently Jane, who worked at the time in A&E, said in response to a direct 
question; "it often depends on the individual, for instance if they regularly attend ME 
for cutting they are often referred to as a waste of space, attention seekers. 
Colleagues often say do they think we have nothing better to do with our time". 
Jill speaking of her in-patient experience within the last ten years, after she self- 
injured said; "Again I was accused of being attention-seeking but no-one on the 
ward actually asked me why I had needed to do it" Diane, utilised hurnour and 
irony, which belied a great deal of anger and said of her attention-seeking label; 
'/ think if I'd had good attention then YES! But I didn't want that kind of negative 
attention, that kind of well, lets try and fix it then and make you better, you know 
that, that kind of wall where we just bandage it up and kind of leave you with it.... I 
would have liked more without anyjudgement... that's the kind of attention I would 
have liked". 
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Most recent was Nan who said; 
Yeah, it's not so in your face as it used to be. However, there was a male nurse in 
the hospital, who one day he just walked into the bathroom. i'd cut myself and was 
bleeding quite badly, that time, and then hejust opened the door, looked at me, 
tutted and walked back out again". 
Some nurses who worked in special units, came closest to understanding 
self-injurious women as consumers of care and made little or no reference to time 
wasting, other than to be angry with nurses in clinical areas who still referred to 
them as 'time wasters'. They acknowledged the frustration the women might cause, 
but felt that adding elements of verbal or attitudinal censure was not constructive. 
Indeed, the way forward was to recognise the reality of their situation in emotional 
terms and work with that as a part of their overall emotional care. As one male 
nurse stated; 
"It would be desirable and a great help if we could turn round and say, "/ understand 
why this person is doing this, rather than I know what will help this person, there not 
being the answers, and we don't know the dynamics in the family and the 
relationships. With that being all we have, and there not being the answer, that's the 
frustration, because it creates a feeling of therapeutic impotence in nurses working 
with these people" (Monty). 
Another nurse in a secure unit felt that whilst accepted therapeutic interventions 
were of great value, if a poor relationship existed, success was not assured she 
said; 
u Without a therapeutic alliance you can throw anything you like at this phenomena, 
C. B. T, D. B. T, C. ET, all the fancy therapeutic approaches are useless unless there 
is a professional boundary. A nurturing and emotionally safe relationship 
underpinning everything" (Chris) 
One nurse felt that things had changed for the better in A& E, but still exhibited 
some uncertainty on this matter stating; 
"/ think there is a risk that there may still be staff who would say, 'well what on 
earth would you want to go and do a thing like that for. That's a bit stupid isn't it' 
sort of thing, Hopefully you would get people who would take it a lot more seriously 
and see it as a symptom of a much bigger problern"( Ron). " 
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The final nurse in the sample (Flora) also worked in A&E, and remained 
convinced that use of the word 'deliberate'was a valid description of the action. 
Flora was interviewed at the end of the data-gathering period, where the emphasis 
was on clarification and the saturation of data virtually complete. There was little 
mention of women being consumers, but she was adamant that women would not 
be treated any less advantageously than any other patients would. For Flora, an 
unkind nurse was an unkind nurse to all alike. This may be true, but was not the 
experience of the "EREV in this sample, who stated they felt particularly singled 
out in A&E. Flora stated; 
"/ think an attitude is an attitude and I think somebody who is unkind and 
unprofessional to someone who has cut themselves / would be vely surprised if 
they were that much nicer if you like to somebody else, yeah, / think it is an attitude 
of how you are to other people". 
What this study has indicated is that both sides have some kind of convergence in 
their thinking concerning self-injurious acts and attention seeking/ time wasting, but 
differing understandings of the extent to which the behaviour exists, as well as a 
relative lack of understanding of self-injurious women as clients. Negative emotions 
from nurses clearly make a very strong impact on the consumers of services. 
There are three remaining areas indicated in figure 8 marked in black. 
These are additional to the black line of "E's" relating to body hatred. These areas 
were those where there was either little or no mention from one group, but there 
was evidence from the other group. Alternatively, these were areas considered 
important to the generation of some mid-range and hopefully unique thinking, to 
questions concerning self-injurious behaviour. In addition, the researcher initially 
coded them as a thick line of separation by the two groups, where it was thought 
the line might be described as a thin line of common experience that divided two 
groups. However, in terms of converging complexities that was not appropriate. 
What follows is an examination of these converging complexities. 
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Complexities (4-6). (Thick or thin lines of description). 
(4) Bereavement on Stopping. 
Initial education of nurses includes successful completion of learning related 
to a wide range of physical and psychosocial learning outcomes. Several of these 
include practical applications of theory concerning loss and bereavement (NMC 
2004). However, knowledge concerning bereavement is poorly utilised by nurses 
working outside of the areas of death and loss of body image following surgery. 
Bereavement is poorly understood in relation to subjects more closely seen as part 
of mental health. The exception to this is those working with people who 
experience auditory hallucinations, who have long been thought to suffer 
bereavement when "friendly hallucinations" are removed. Women, who are self- 
injurious, have commented that scars are part of a memory process recalling what 
has happened in the past, and which still influences their present self-injury (Ifill, 
2001). Where acts function to maintain an already flawed image of the self, the 
loss of them might, understandably, be catastrophic for the women concerned (see 
Chapter 4). 
In this study, women reported their experiences of feeling lost when the 
behaviour ceased. It was anticipated that nurses might also see that a sudden 
cessation of injury might provoke a sense of loss, given the knowledge they 
possessed from initial education. Nevertheless, only one T" made veiled reference 
to bereavement when cutting stopped; 
"That is the only way [they have] of coping. That is the only way of relieving 
distress. They're not going to be able to switch it off like a button; it's going to take 
time" (Leah). 
One of the testimonies also contained some reference to fear of what to do when 
cuffing stopped; "I've worked on my feelings and I've developed other ways of 
coping, but I still sometimes need to do it, I definitely don't want to keep on self- 
harming, but I am quite frightened of being without it"(WSI iib). In terms of further 
theoretical development, it is an area where further research might provide useful 
insight. 
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(5) Sexism and Gender. 
This study did not specifically set out to examine potential or actual cultural 
difference in relation to self-injurious behaviour. The reasons for this are contained 
in chapter one, however, both these sample groups were all white or, of mixed 
heritage backgrounds. There were male nurses but the study only drew on self- 
injurious women. In this case, the "E's" were very forthcoming concerning gender, 
but less so concerning cultural difference. The male members of the "E's" group 
were aware that a very wide, and occasionally paternalistic, divide stood between 
them and the women, but they appeared not to register these attitudes towards the 
women. One "E" was very unhappy about the female patients becoming emotionally 
over dependant on male key workers. For female nurses however there was a 
different problem in that they tended to behave as mothers to the women. They, 
"get over-involved and want to rescue the person who is self-injuring. 7 can look 
after them, I've got two girls of my own, you hear that.... and they are talking about a 
41 year old woman. " (Ch(is). 
One nurse (Bob) was more forthcoming on this area. He said; "/ also think about 
what relationships will be like with husbands and wives, and how much this 
impinges on say a sexual relationship they may have. What will people think, what 
women in particular think of men who are attracted to them and have a full sexual 
relationship given that their bodies are .... erm I often wonder what they will make of 
it in terms of normality. How would we feel about them? " 
Peter commented that as a man, he liked tattoos on women, so scars would not be 
offensive but; "/ wouldn't find the women with cut arms unattractive automatically 
but / rind the scars very unattractive because of the fear that engenders in me". 
(6) The cost of caring. 
This was one of few complexities having some element of convergence, 
both sides accepting the difficulties of caring. Unusually, the strength of this arrow is 
on the nursing side of the equation. For the "EREY, the costs of being cared for 
included the use of contracts and various techniques designed to discourage them. 
Reah, speaking of the sudden appearance. of a no harm contract was hurt, she 
says; 
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uLast year for the first time they made me sign a contract. What really upset me 
was when I wanted to go and talk about how I was feeling they sort of cut me off, by 
saying, 'Well you signed a contract so you can't do any of those things that you feel 
like doing. I felt angry and upset by that actually". 
One of the women (Diane) suggested that there was a cost to the nurses' caring 
because they had not had the requisite training to enable them to cope. It was a 
classic complexity, poor responses from nurses caused harm, although nurses may 
not have had the opportunity to manage their own feelings and problems. This 
occurred when there might have been a type of empathic convergence, but it 
appeared not to happen. Diane said; 
"/ know of quite a few people who have gone into the caring profession and they 
have had a really shit time, you know their own experiences. They've had their own 
childhood abuse experiences and they've got compassion, but there are people that 
are so switched off that are so naTve, that I don't know how they do theirjob". 
Likewise, Anne said; 
"I feel like / getjudged for my behaviour as opposed to who I am and what 
happens is the self-injuty. For me I felt like 7 was the razor blade as opposed to 
Anne . trying to make sense of her life. I also thought just take the grit out of your 
own eyes, because the number of nurses I know who drink copious amounts after 
they finish shifts, you know is that not a coping mechanism. 
On the other side, the "E" group did attempt an understanding and try to 
help. They experienced feelings of failure and uncertainty, which might be 
transformed into a complexity with some convergence rather than cost. It 
concerned the sense of personal uncertainty and fear; 
"They used to make me feel useless and impotent, / can recognise, now that / used 
to distance myself from people who injured themselves, they made me feel useless" 
(Chris). 
Emotional impotence was recorded by at least five other nurses in the study, all of 
whom experienced the costs of caring as including feeling that they had to deal with 
their own faults raised by working with self-injurious women. This was most forcibly 
expressed by one "E" Chris who said; 
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"if they can engage with [the self-harming women] in a way that is boundaried, 
that's emotionally safe then healing is possible between them, because THEY do 
say things like 'no, no stay away from me you horrible creature you may hack me"'. 
Complexity (8) Expertise and Language. 
Self-injurious women (and men) have developed a large body of 
autobiographical work concerning the nature of self-injury, which has been 
published in either hard copy or electronically via web based support and training 
groups. Some of these writings are either utilised for training purposes, to inform 
others in the self-help groups or produced for public bodies, including the NHS and 
major mental organisations (Harrison/Mind 2002). There is however, another 
dimension to their work, which adequately depicts the distress of self-injury to 
nurses and other professionals. Its purpose is both the conveyance of growing 
expertise with their behaviour and making what is often an invisible distress visible. 
In this sample, outside the group of nurses who worked in specialist units, 
few reported that they had read much concerning the language of self-injury. The 
majority of "professional writings" were read concerned the nature and causation of 
self-injury, from classic texts such as Freud to other psychological and psychiatric 
literature (discussed in Chapters Two and Four). In terms of access to the 
biographical details of the "E. B. E. " group, the study is reasonably local. This might 
indicate in other geographical areas experience and knowledge obtained from the 
uvoices of self-injurious women" form a more direct part of the student nurse 
experience. 
One nurse, (Chris), an experienced practitioner, recalled directly what she 
termed "clinical material" in her depiction concerning the nature and purpose of self- 
injury. She observed; 
"I mean thinking about it from a clinical point of view, there's a number of things that 
a person would consciously or unconsciously inflict on themselves with the intent of 
harming themselves, or with the intent of, consciously or not, of releasing tension". 
Whilst this material is "clinical", it is an example of clinical language, rather than a 
personal story of a self-injury, which might be expected from a large repertoire of 
caring experiences. One very experienced "E" dismissed the "language" 
emphatically. She preferred to concentrate -on what the self-injurious individual was 
attempting to communicate by acts of harm; 
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"The language ISN'T important to me. It's extremely important to each individual 
who self-harms. And I find that talking about a need to harm is a useful way. It's a 
useful way to enter into a d, 'alogue with an individual who self-harms. It's I guess 
that they self-harm because of distress or something has happened for them. It's 
too much to deal with-they need to do something about it. Saving it's deliberate is 
ENTIRELY UNHELPFUL". (Clara) 
Where such discussion concerning injury did take place, it was reported only 
by those working in the specialist unit and as a part of further post-graduate 
education. When "expertise" in the subject was acquired, the source of the 
knowledge was vaguely acknowledged. If "E. B. E" literature had been utilised it was 
not acknowledged as such. One respondent was clearly referring to ideas 
concerning embodiment, in particular Anzieu (1989), in reply to a question, but 
could not or did not express that theory as embodiment as such. The respondent 
stated; 
"/ think / have leamt several ideas about it which are probably things I have picked 
up from people here and from other places. One is about boundaries, because 
you've got your own boundaries of your body so your skin is a boundary and that 
boundary is broken in sexual abuse and a boundary is broken by breaking the skin" 
(Leah). 
It was a good illustration of the application of professional reading to practice, but 
not utilising a testimonial voice. A comparison can be made between this statement 
and that of Diane, who very graphically and in a different way expressing what her 
language of injury was; 
"It was a way, oh dear of (pause) - It was a way of expressing how I felt because I 
mean for me self-injury was my primary language, in a way I had been using it 
since I was a very small child. So, for me that was like anybody would use English. 
It wasjust something I did, the way I expressed myself was though my body... It 
was my primary language.... It was my world in a way". 
The arrow of the professional voice is as powerful in movement across to 
the "E. B. E" group as is the "ERE" line to the "E" group. In this respect, there is 
some convergence of thinking and feeling. However, with this complexity the 
strength and type of language used differ. 
187 
Consideration of the complexities now moves to the last group of areas 
where convergence is present and contain what might be described as a basis for a 
new approach to working with self-injury. This convergence should not be taken to 
imply that both sides speak the same language, but it could supply evidence of 
some central ground where both parties share the same complexity of feelings. 
However, these are not necessarily identical interpretations of behaviour in mental 
health practice. They are therefore coded with green lines. The first of these 
converging complexities has a relationship to the previous complexity, notably self- 
management forms a starting point of analysis. 
9.4 Seeinq beneath the surface of the skin: convement Ian-qua-qes? Aqreed 
feelinqs? 
(1) Self-Management. 
The concept of self-management in this study possesses multiple layers of 
understanding. At one level, it concerns movement towards giving responsibility for 
the management of injuries that may occur, back to the women concerned. This 
includes actively letting the women be responsible for deciding when they need 
further "professional" assessment and intervention. In line with other practice 
developments in the NHS, this is happening even in secure units. As one nurse 
noted; 
"A lot of shifts have occurred in this setting in the last three years, there is a 
difference. Some women are given dressings, they can dress their own wounds, 
they, the nurses don't have to see them. The women will injure and they look after 
their own wounds, unless they are worried that it is deep enough for suturing and 
then she will let the nurses know that she has cut herself deep enough to require 
suturing" (Chris). 
However, this relatively usafe" interpretation of the concept is not the total picture if 
reports' concerning treatment of "EREV care are considered. Many of the ERE's 
in this sample had to self- manage if they were to avoid stigmatising comments. 
Such comment served to re-start the self-injury cycle, so unless necessary, some 
tended to avoid hospitals. For some women managing self was finding other ways 
to avoid the need to injure. These included the use of self-help groups and physical 
diversion. In the case of Reah, this meant attending a hospital where the A&E 
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staff had been helpful and using it literally as a refuge from her emotional storms. 
Reah said; 
" finding somewhere safe to be for a while, so that[hospital] is generally a safe place 
for the moment At the moment though / am trying to keep things calm and look 
after myself and not have this support so then maybe / wont need to go in to 
hospital". 
However, for the "E's" self-management has other aspects including having 
to learn how to manage personal feelings and the emotional challenges they face. 
There were only very rare occasions (already cited) where an "ERE" was recorded 
as having a part in the process. One, (Monty) went home following a difficult shift in 
a unit and reported feeling; "quite afraid of it [the newjob], that it did not spill over 
into my work. / was quite scared because I was thinking about the reality of it for the 
people themselves". 
Much of the feelings concerning self-management rested on the pivotal concept 
that trying to manage acts of self-injury and the feelings that are inevitably raised 
may be as messy as blood that is lost. The following complexities that emerged 
from the end point of analysis concerning messiness are considered as one in the 
following section. They appear as separate entities in figure 8. 
(2) Self-injury makes a mess that needs cleaning. 
Self-injurious behaviour is a "messy" subject. It still tends to divide opinion 
and leave the person with that behaviour with the prevalent label of "unpopular 
patient". Johnson and Webb (1995) revisited the seminal work of Felicity Stockwell 
(1972), with very similar results. Johnson and Webb concluded that the unpopular 
patient acquired the label as a result of a continuing complex evaluation by staff on 
wards. They note; "evaluations of people on the ward were socially constructed in 
relation to a complex web of powerful social influences" (P. 47 1). They also explore 
the nature of that social judgement which is made on unpopular patients. They 
conclude it is largely based upon; "the apparent judgement of the social worth of 
persons by others" (P. 471). What is also of significance in this paper is Johnson 
and Webb's assertion that unlike Stockwell, the ascription of the label of "difficult 
patient" may not display consistent characteristics. This, in an analysis of the messy 
nature of self-injury, is significant, because whilst self-injurious patients have 
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remained "difficult" in terms of the evaluation by nurses of their problems, 
explanations for the cause of the behaviour and theories to explain them have 
varied widely. The complexity remains concerning the "mess" in all senses of the 
word self-injury. 
The responses of nurses, when coping with an act of self-injury, have varied 
over time for the women in this sample. Nursing responses to the emotional and 
even physical mess have been according to some "E. B. Fs"; 
aften slashing or my wrists or face, or my legs / never felt any pain but the staff 
used to come running to me and shouting, 'attention-seeking'. 'side room, 'solitary, 
and that's where I ended up time and time again" ( Susan). 
"There were some nurses, they were probably my age, and / heard them talking 
about me and saying that / was a waste of a bed. But / was quite pathetic really and 
I cut myself and / actually said to them, 'can / go to the bathroom' they said 'Yeah, 
why shouldn't you? ' There were no towels or anything and / tried to have a wash 
because I was all bloody and I nearly fainted so / couldn't" (Jules). There was no 
indication that the nurses were going to offer physical or further emotional care, as 
Jules said "It seemed like I was talking to someone else and it was not noticed". 
However, another newly qualified nurse who would have noticed the 
distress had she met Jules said; "In some ways I look at it from a layperson's point 
of view where / don't think about dissociation and them feeling so wound up that 
they don't actually feel the pain when they do it. / think they must feel it and it must 
be awful"(Clara). 
Peter demonstrated a sense of incredulity that someone could inflict such a 
degree of harm on herself. His response was partially sympathetic but he preferred 
to understand it in relation to mental illness; 
I don't personally understand some other symptoms of mental illness because I 
have never experienced it. / can't imagine how mutilating yourself you know 
actually cutting yourself drawing blood injuring yourself could make you feel better, 
can't imaqine it". 
A midwife made a very insightful comment in this respect when commenting 
how she felt when she saw a woman's old wounds. She commented that even 
though the wound was old and healed, the pain was still there'and as raw as ever. 
With respect to her colleagues however, she observed that if the wound was new 
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when they noticed it then it would be different; I don't know whether they age like 
physical scars do, but then / think it would make a difference to some other 
midwives, yes"( Rosie). 
Self-injury mess continued to cause emotional complexities throughout the 
women's lives even when they had stopped injuring as Diane had. It was an 
ongoing source of complexity to them, as well as the nurses, even if their theoretical 
interpretation differed. Where both groups agreed was the role the family occupied 
in the creation of the trauma that initiated the acts. Diane ascribed this to the 
families' inability to deal with the loss of respectability brought about as her abuser 
was a member of that same family. Diane said; 
"it was kind of like this kind of whole front, a sort of pretence, a kind of niceness that 
everything was fine and that went on and on ... 
it was all very cold and distant. I 
remember thinking / can't smile through all this i can't, I feel so terrible. But this 
(cutting] described exactly how I felt. I kind of got a buzz from seeing blood and 
things, it created a mess on my white socks" Both groups agreed there was an 
ongoing psychological messiness that did not mend as rapidly as the physical 
wound. 
The second green arrow indicates that the converging agreed feelings 
related to attempts made to clean up the cuts. The properties of this category 
focussed on such properties as self-soothing, whether surgery on cuts was helpful, 
and the soothing/mending role occupied by nurses in care. In the specialist unit, 
cuts were managed with low levels of expressed emotion and managed without 
censure, which was good practice. The agreement was they needed cleaning up so 
the real work of therapy was not interrupted. As discussed in the previous chapter, 
this was not always appreciated by all the women, but by some. One "E" (Monty) 
stated; 
"It's just accepted that people will cut and it's accepted that when they have cut 
and they have let us know that they have done that, we will go and clean it, 
steristrip it and dress it. I think conversation, the minimum of conversation may go 
on in there. Self-harm itself really isn't talked about in that environment". 
Out of this area, one nurse was unable to understand the role of banclaging over a 
wound in A&E, when asked whether she understood the multi-layered role of 
wound care following self-injury stated; 
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"I would say a bandage should be used only if it's clinically necessary. (Flora) 
It's not a physical thing- a bandage as an emotional thing? (JR). 
'I mean it all depends where the cut is and how it needs to be managed and if it's a 
facial cut you never cover it anyway, it's a matter of sealing the wound" (Flora). 
A positive approach in healing an emotional wound was seen as giving 
respect at the time of physically mending a wound, by a lack of punitive responses 
combined with immediate attention without panic and over-reaction. This was 
evident in the approach taken by staff in the specialist unit. Cat commented; 
" They accept that youW tolerate the fact that they have self-harmed without being 
punitive towards them that youW respond to them without over-reacting going 'oh 
my God, Oh my God and panicking and things. They miss all that as well. The fact 
that you don't make them wait for hours or whatever, the fact that you treat them 
kind of with respect and treat them properly, and mending the wounds as best you. 
I think it's an important pail of the relationship". 
For some ERE's such physical care did have properties of emotional 
healing, certainly, if it was managed with sensitivity. In this way the vital sense of 
self -soothing (Everett & Gallop, 2001) might be rekindled. Judy speaks of wanting 
this feeling; 
When cutting I feel total self hate and feel very vulnerable and like a child and 
would like to be physically held and comforted until I have come through it" 
(Har95: 64 Judy). 
One respondent (Reah) had a fairly recent experience where cleaning up the 
physical mess undertaken in a cruel manner had severe implications for her 
emotional state she recalled; 
"Once I cut a lot, / was sectioned and physically carried upstairs and medicated 
even though I said I would attend every day. On that occasion, / was stitched with 
no anaesthetic about thirty stitches and on another occasion / was washed like a 
"thing" They came in, I took off my top, they scrubbed my arms hard then they went 
away having said absolutely nothing so / felt ditty... The medical staff try to make 
everythingjolly and positive you go along even if that is not how it is-they seize on a 
tiny thing that's okay and focus on that and ignore the pain or. belittle it". 
192 
This extract also serves to illustrate how maybe the nursing and medical response, 
as in figure 8 is one that things, sometimes of necessity, need to be organised and 
dealt with neatly cleanly, hopefully with proper pain control. Whilst the pain of injury 
remains messy and not resolved, it is a complexity with convergence of feelings, 
but differing interpretations. 
(3)Sadness 
The use of the concept of sadness and to an extent shame, was a feature of 
"ERE" comments. It did not figure directly in the speech, but pervaded many of the 
feelings already discussed in previous data interrogations. Hence, the arrows in 
figure 8 meet at a point of convergence and tautologically agreed feelings. How far 
nurses listened to this unspoken word in the sense that the "EREV have 
understood it is more debateable. Nurses in the study were genuinely sad 
concerning the attitudes displayed to women who self-injured and one (Peter) 
expressed sadness for their treatment at the hands of colleagues; 
"People think that they are too nice to them then they are going to do it all the 
more" He continues, " There is an extra element of sadness because self-injury is a 
very physical way of hutting yourself Cutting yourself falls outside different social 
boundaries, unlike other behavidurs like alcohol, which falls inside them 
[boundaries of self-hann]..... 1 think the first reaction is one of, was one of absolute 
sadness and petplexity, its something that / couldn't understand, it made no sense 
at all to me at any personal level at all". 
Rosie commented; 
"I feel angry that women had that experience, just inhumanity to another human 
being. I wouldn't wan to pity her, but IV feel very sorry for her that she's had to go 
though that [rejection by staff and abuse], but then I would be pleased that she's 
still walking about". 
Only one "E. B. En made direct reference to sadness in an interview. Nan spoke 
poignantly of her need to see blood flowing as it reflected not just the badness she 
felt emerging, but also her sadness; 
uYou need to see the blood to know its been done, because 99% of the time you 
don't really feel too much of the pain. But partly, paftly it does feel like the actual 
blood is bad blood coming out, so it gets rid of some of the badness, enn some of 
the time its like, its almost as if its like tears so it gets rid of the sadness". 
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(4) Whose rights predominate? 
For women and nurses in this sample within the area of inpatient settings 
the vexed issue of whose rights predominate was complex. Figure 8 indicates that 
this was a category where both had an agreed feeling that it was a problem. In that 
sense, there was common ground. However, where the women were subject to 
detention under provisions of the Mental Health Act (1983) clearly, the arrow has to 
flow right across to the "ERE" side of the figure, as indeed it does. However, the 
vexed issue of how nursing and medical staff agree the degree of suicidal risk, 
which frequently occurs with individuals who self-injure, was a live one. It would be 
trite to imagine that suicide and self-harm could be totally separated, and all the 
members of this sample agreed that on occasions they had been suicidal. The 
irony is that all the "EREV were in agreement that on many occasions self-injury 
had potentially stopped their potential suicide by helping them cope with intense 
distress, (see Barker & Buchanan-Barker 2005: 60). 
Barker (2001: a) suggests some of the nursing role should not be 
conceptualised in the biopsychosocial model alone. This is associated with 
potentially more repressive models of control. Rather the role of nursing at the time 
of psychic distress, (as he terms it), is one of rescue off the rocks, or out of water 
which threatens to drown them; 
"People who experience life crises are (metaphorically)in deep water and 
risk drowning, or feel as if they have been thrown on to the rocks. People who have 
experienced trauma (such as injury or abuse), or those with more enduring life 
problems, often report a loss of their sense of uself" akin to the trauma associated 
with piracy" (P. 217). 
However, within the "E" group there appeared to have been at best some 
'cry thinking and at worst emotional rejection. Certainly little emotional contradict 
rescue was evident. Both sides agree, but it cannot be interpreted as being the 
same for both more an emotional complexity. Certainly, for the uE. B. E" group the 
emotional response received was emotional indifference. One "ERE" suggested 
the professional response resulted from their being as much a victim of the system 
as she was; 
"They dragged my kids off into care, classed me as an unfit mum. They themselves 
became victims of the system. But no one ever questioned why. They said / was 
attention seeking, that's all / ever heard. Every time I overdosed, evety time I 
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slashed. Times I ended up in the General Hospital, theyjust pumped me out and let 
me go, a person with a personality disorder" (Susan). 
Others reported attending A&E and being followed around in the department for 
whatever reason they were unsure. They did not feel they needed that type of 
control; 
Well I was seen as a danger to myseff so, I remember one point I went to A& E, I 
think I was there a long time because there were all soils of things going on, so I 
think I said I needed to go outside for a bit, just to sit. I didn't want to stay in there 
so someone had to follow me and i thought well why? " (Diane). 
Against this, the uE" group had to deal with the person concerned and at the 
same time had to be accountable to a system, which was inflexible and not able to 
deal with risky behaviours. In fairness to them, the nurses in this sample felt 
diffident about enquiring too deeply about the reasons for the self-injury, but to an 
extent had to; 
"I must say I would steal away from asking something so specific (why they had cut) 
and I think that's because maybe they would think it was too challenging. / might 
say how are you feeling now, but I might not say how are you feeling about what 
you've done" (Flora). 
The specialist unit had resolved this dilemma by not stopping the injuries. 
For nurses from that unit the feelings of uE" and uERE" were agreed and 
converged, which may indicate a way forward; 
"I think... it's less threatening the way we treat people who self-harm. If we try and 
prevent it and we can't. It seems to me, it always has to be someone's fault. Once 
you start looking for the fault or someone gets blamed that person then feels 
inadequate, might be worried about a disciplinary action or might be worried about 
getting a warning. Then ft happens again and it's a second warning. It can go down 
a disciplinary road and I'm not sure blame is the answer"(Bob) 
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9.5 Conveminq Complexities-Continuina Battles 
Two areas emerged from this final stage of interrogation of all data sources. 
These were residual ones of risk and the power question. These two areas, 
(represented by red lines) meet at a central point of the "battleground", both agree 
their importance but in terms of convergence complexity, they remain points of 
contestation nonetheless. 
A) Risk. 
The element of risk in self-injurious behaviour was evident in responses 
from both groups. However, Diane was adamant; she was more at risk, presumably 
of suicide without self-injury; "i think / was, would have been more of a risk to 
myself if I hadn't done it (laughing). Another aspect of risk for the UERE" group was 
how far they could risk death or injury yet gain release they needed from internal 
pain; 
mAnother aspect of it, which may sound really sick, is the excitement involved in the 
actual cutting. How brave can / be? How much blood? How many cuts? How deep? 
How fatal? " (LO 197: 78). 
It would be interesting to speculate just how much of this would have been 
expressed verbally without the anonymity of writing. However, with these depths of 
feeling, in reality nurses would have been incapable of prevention, only risk 
minimisation. Diane had to balance the emotional risk of talking about her feelings, 
self-injury with the risk of what may ensue, and she chose to remain silent. Diane 
says; 
"I think there were points when I was ttying to say it to somebody else, to share that 
at times it got to the point where I wanted to say to somebody else. / was 
distressed or this or that was going on for me. But a lot of the time I spent really 
very solitary, not really telling people much about myself and trying to describe it to 
myself what was going on for me if you see what / mean. YES at times I wanted to 
share it". 
The "E" responses concerning risk within this sample were varied one equated it 
with the risk associated with eating distress. Peter not a mental health nurse, was 
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very aware of the risks having worked in A&E, but never came face to face with a 
recent act of self-injury; 
"I made an assumption again rightly or wrongly / didn't know that they were not 
actually trying to end their lives. Cleady there is a risk that you know you could 
actually cut yourself more seriously than you intended to, my assumption was that 
they were not actually intending to take their own life they were ttying to do 
something else". 
Another A&E nurse did not feel women who were self-injurious were per se a risk 
but did report that anyone self-injuring in her department received a depression 
rating scale, which would have included the risk of suicide. Both groups were then 
aware of risk to life, and as long as risk remained, then one group exercised control 
over another in attempts to either stop the behaviour or at best control it. An area 
over which many battles legal, psychological and physical are still conducted most 
frequently in acute psychiatric provisions, but according to these samples are in the 
process of change. 
B) Control. 
The concept of control in these two groups was evidenced in a variety of 
differing forms. Primarily for the "EREV it was a central feature of their coming to 
feel that they would at some stage be able to exercise control over their self-injury 
and at one and at the same time feeling they re-established control over painful 
emotions by acts of injury. The women knew that this was not an acceptable way 
to regain such control, but felt stopping had the potential to increase emotional 
chaos even more. The way they were choosing was dangerous and capable of 
causing emotional pain to those few people who they allowed emotional closeness. 
Primarily for this group as with many others who are self-injurious, self-injury 
functioned to help them feel their bodies were once again their own; 
"All the chaos, the sound and fury, the uncertainty and confusion and despair - all 
of it evaporated in an instant, and / was for that moment a rounded coherent whole. 
Here is the irreducible self. I draw the line in the sand ... marked my body as mine. 
It's f7esh and its blood under my command" (K. T. 99: 57 Caroline). 
The written testimonies of the women that related to baffles to try to control 
were amongst the hardest to read. There was a sense in some of being emotionally 
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driven by an act about which they were ambivalent, but which released them from 
their pain; 
"I can remember what it felt like to see the blood ... It's weird to say this, but it was 
beautiful. It was as if the entire wodd had closed and eveiything was calm and quiet 
and peaceful. I cut vety slowly that first time. There was barely any bleeding.... but it 
was enough then. For a few moments, it seemed as if the poison in my blood was 
leaving-calmly submissively. I was in control of it, it felt like rain" (S. 1 998: 55 
Lindsay). 
Diane also spoke of the cutting as a control over the disarray in her life. It 
was a language that she could use to express pain over what she had lost with her 
abusive childhood, something over which she had no control she said; 
"My body is the canvas in which I use to talk about or not talk about my concems. 
For me it is about maturing, it's about control, it's about reclaiming and it's also 
about identity. It's about loss, fundamentally, it's about what cutting was about, 
because I stopped a few years ago. I nurtured myself in the way. It was the way in 
which I could stop and be with myself and I'd be quite ritualistic in some ways". 
Reah felt her psychotherapist used control when working with her, and 
utilising DBT kept very strict boundaries, which made her feel; 
"Like I'm some sort of wild beast and who constantly talks about 
containment, which drive me mad, because 1W feel like some sort of wild animal that 
needs lassoing and tying down. HeW specifically end the session when he wants to 
end the session.. he's not prepared to spend any extra time which is fine, but it's 
the way he approaches you, he's read a lot of stuff about it, he does see me as an 
enemy and very manipulative and I find that kind of hard to work with someone who 
sees me as the enemy". 
Equally, on the other side of the battleground, nurses were stating subtly that 
women who self-injure should be able to control themselves, that they know exactly 
what they are doing; 
I have seen it myself, the nurses who think, 'Well they know what they are doing.. 
they dont need to, / am not saying that is what / believe but / know that I have 
come across nurse with that attitude, that they could find some other way of dealing 
with it [the pain] (Matt). 
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Even in a specialist unit, where such complex feelings could be explored in 
relative safety, there were still battles and acts of both groups blaming each other. 
These resulted when painful emotions were exposed and the staff did not take on 
the role of rescuer in a satisfactory way for one of them. One said quite 
categorically however; "What comes to mind is something about power and being 
powerful damaging" (Mick). In this respect Rosie, a midwife, spoke of one of her 
clients who self-injured and starved when she was pregnant. The rest of the time, 
she did not injure. Rosie was convinced that for this woman the powerlessness that 
being pregnant engendered was balanced out by the control that cutting gave the 
woman. 
Ironically, the main principle of the specialist unit was to attempt to give back 
to the residents some degree of control over their lives by making them make 
decisions and take responsibility for decisions. This situation was not appreciated 
by all the women though and some expressed contradictory feelings. However, it 
appeared that, with the correct support such explorations of the reasons for self- 
injurious behaviour were more likely to occur. Therefore, non- removal of 
implements within constraints was hard for some women. As one nurse said; 
ulf you are going to take away everything then you are controlling that person's life. 
You're also taking away their choices in the name of being helpful and therapeutic 
and nursey. / think its has been shown here that to allow them that choice, to allow 
them that responsibility to allow them that degree of control over what they do, they 
have the choice whether to cut or not, and if they do cut it will be more likely they 
will then talk about it" (Monty). 
9.6 Summarv: The Converqinq Complexities of Self-Iniurv (Diaqram 8) 
Having completed the analysis of data and described the process of coding 
and further data interrogation (visually represented by figure 8) a summary of 
findings in the diagram follows. Interrogation of the data source took place took 
place over an extended period of time (see appendix 6). At the end of this period, 
data saturation was felt to be complete. This led to the creation of the model 
represented by figure eight. All stages of interrogation from previous stages starting 
with the stages represented by figures four and five in chapter eight centres in one 
form or another in the concept of communication. This communication occurs from 
within each group of "E"s" and "EREV and cross groups in the study. The concept 
of body communication, its interpretation and the fact that messages were 
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communicated by it were taken as an assumption at this stage. Major re- 
classifications of labels took place at intervals as the data became progressively 
denser and at the same time, properties that are more specific emerged in each of 
the suggested "Bibbits". 
The model moves from the original concept of the battleground (figure four) 
to the consensual points of reference of figure five, to the major re-classification that 
is the "contested complexities" of figure seven. These categories were interrogated 
again and a process of sub-set merging took place. This served to allow further 
examination of the conflicting complexities , which produced areas which whilst 
both groups did not in most cases agree upon in terms of interpretation they were 
agreed in that both sides saw them as "shared". These are the converging 
complexities (figure eight). 
From this, the creation of major areas of convergence with three issues 
raised by one group or the other which were seen as relevant to each group as a 
complexity, but which lacked total agreement but not "contested" directly by both 
groups. These areas of convergence, (discussed earlier in the chapter) were seen 
as essential and are now summarised. For ease of presentation, these were given 
coded colours to convey the different characteristics of each converging complexity 
and description of the character of each follows. The complexity that illustrates the 
differing interpretations or disparate practices was given a blue line. 
9.6.1 Blue Lines concerned: 
Pain 
Body Hatred 
)ý- Timewaster Vs Consumer (in certain areas of service delivery). 
They are convergent in the sense that both groups consistently spoke of them, but 
they are areas where the strength of one group greatly outweighs the strength of 
the other group, for example pain. TREY did feel physical pain and were angry at 
the assumption by some "ET that the pain was not real. Equally, the idea that the 
TRET did not feel pain or had high pain thresholds to cut, meaning they needed 
less pain relief stood in opposition to the other group. "E's" did see this in some 
ways but thought it of less significance than emotional pain, which must be greater. 
Body hatred is indicated by a line that is essentially completely driven by the 
"ERE" group. "ET knew and understood body hatred but tended to offer 
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interpretations not mentioned by "ERE's". Hence the line from "E's" is black 
because there was a wide area of differing interpretation where a thin line of shared 
understanding might well have existed. Face value acceptance was not a feature of 
the "E" group in this sample. The line movement is extended right across, both 
sides spoke of it, in this sense convergent, but the strength of one group 
overwhelms the other. 
9.6.2 Black Lines: In addition to body hatred, the following were given black lines: 
Bereavement 
)o, The cost of caring 
Sexism and paternalism. 
Bereavement was a convergent line in that all the "E" group in the sample 
recognised that nowadays, at least in theory, it was impossible to expect "EREY 
to simply stop self-injuring. Hence, they came together on this point, but none of the 
"E" group mentioned at all that stopping might result in bereavement for the woman 
concerned. This was partly because they had little insight into the fact that for 
"E. B. E's" cutting, cutting implements and cuffing practices were more like friends 
which would be missed when absent. 
Some balance might exist in the strength of the black line with the uE" group 
concerning the issue of the cost of caring. Both appreciated there was a cost, the 
"EREV stating the system made nurses feel insecure and powerless themselves 
in dealing with self-injury. Indeed caring was so demanding they felt caring 
individuals were damaged irreparably by the system in many cases. Fear of close 
engagement from some in the "E" group was a factor expressed in various ways, 
from being contained to not being able to cope with all the pain, blood and 
consequences of women self-injuring. Paternalism and sexism was evident from "E" 
responses most being well intentioned but still very sexist in some cases. Hence, 
the black line because it was thought the "E" group from training might have had 
more insight into this aspect. 
9.6.3: Green Lines. 
The properties of these coded groups were the next most significant to the 
group coded red. Green lines indicated those areas where there were clear 
convergent and agreed feelings. These were some of the cardinal outcomes from 
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the study, both in the areas of the meanings of self-injury and the sadness 
associated with the acts. The fact that both groups had rights, which needed to be 
accepted, and where predominance over the other occurs if it does, was of some 
significance. In reality, what happened was that the groups expressed their loss of 
rights/needs in different ways, but were actually highlighting the same fears. Self- 
management of both feelings and cuts was a dominant theme, and both sides in 
this study, had moved to a point where self-care was now accepted by both groups 
except in whPre serious self-injury warranted outside intervention. 
Clearing up the mess of self-injury was convergent in that both had similar 
feelings even if utilising different languages. If both had been able to use the same 
language many battles might have been avoided. In addition clearing up and 
closing was understood by nurses to be an act of caring, which it was, but few 
nurse recognised that in closing a cut they were again enclosing the pain and re- 
controlling the metaphorical poison released by self-injury. 
Sadness and rights were also coded green, because both groups had 
agreed feelings on this matter. Rights where linked with legalities was difficult, but 
both agreed the control from this was painful. The right of being "rescued" (Barker, 
2001) from pain was not mentioned in that care meant rescue to a safe shore. 
Learning in the sense of expertise is coded black 4 green in the area of expertise 
as both sides knew and accepted the value of E. B. E. training and education for 
professionals. The difficulty for the "E n group was that in this group and possibly 
through all training very few nurses have the experience of reading and being 
immerses in the language of acts of self-injury, because it is either too painful or 
curricula are too crowded. "E's" read more 'technical' language about injury, i. e. 
psychotherapy/ behavioural therapy materials rather than experience the painful 
poetry. Both agreed that education and expertise with language was essential, even 
if both groups gained the language from different types of literature. 
9.6.4: Red Lines. 
These were the most clearly defined properties. They were two areas where 
convergence still indicated battles remained. The areas were control and the 
management of risk. They were complex in nature. The properties ranged from the 
"E" group having to engage with systems that were present to prevent accidental 
death from cutting and distinguish an act of self-injury from one that was a specific 
attempted suicide act. In addition, they had to recognise"and work with the 
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emotional need the women had to self-injure in order not to attempt suicide, a 
difficult and paradoxical management situation. The "E" group recognised in large 
measure that nowadays-complete prevention was impossible and not desirable, but 
they worked in a risk management culture, which had different demands of them as 
a group. 
Control was a strong battle area, the uE. B. E's" did battle not to cut, The 
"E's" felt they were engaged in a battle ultimately to stop the self-injury but knew 
only time would probably see the behaviour cease if at all. Mutual blame was 
evident, there was a tendency still for some "EREV according to the women to be 
seen as failing to control an act they could if they wished, but chose not to do. The 
language used by "EREY to communicate the nature of battles not to cut was 
rarely seen by "E's" and none mentioned ever reading any of this literature outside 
the group in the specialist unit. Hence the battles remained in these two areas 
which were residual categories having first emerged at the initial thematic analysis. 
9.7 Feminist Theory and Converging Complexities. 
In section 9.2 of this chapter, the question was raised regarding the 
contribution of feminism to the understanding of self-injurious acts. Wilkinson and 
Kitzinger (1995) observed that, "Many feminist social scientists have argued that 
there is no single feminist method, no one approach to data collection or analysis 
which is distinctly and inherently feminist" (P. 7). In essence, this was the standpoint 
taken in relation to the collection of data for this study. It would have been very 
difficult to align this study with one particular epistemological feminist framework. 
The study did not neatly fit with radical separatist models, although the researcher's 
personal affiliations were more inclined to this model. It was also impossible to 
centre the study in either a socialiliberal standpoint or indeed a Marxist analysis of 
power and inequality in health care settings, although all of the viewpoints have 
relevance to the lives of the women who self-injured. In many ways, this study was 
concerned more with an examination of women's lives as research participants. 
This used the essential feminist principles of mutual respect and the minimisation of 
power relationships to ensure that all times inequalities between me as a 
researcher, and the women (and men) as participants were minimised. 
Researching the lives of a group of women and nurses (very much a female 
profession) which avoided further patriarchal oppression was a primary concern. 
This included the way in which information was respectfully handled and those 
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giving such details, (which in the nurse group included some men) were given 
personal respect, the avoidance of blame, and minimising any sense of superior 
knowledge or the exercising of "professionally powerful language. The researcher 
as a feminist could not make a truly feminist claim that the research would be 
transformative as would be expected of feminist research theory, with respect to the 
wider world of women. However, any deflection from this universal aim was 
lessened by adopting a modified grounded theory approach, characterised by 
gradual emergence of the method and of theoretically significant factors such as 
gender, power and patrism for example (Wuest and Merritt-Gray 2001). In addition 
the epistemological framework "methods from the margins" (Kirby and McKenna 
1989) provided further feminist grounding in the emphasis on research that is 
"meaningful and honourable" (P. 21). 
In a sense for the researcher choosing to examine self-injury in the way in 
which I have attempted to do so, has on occasions been a marginalising 
experience, not least of which because it has not utilised the traditional patristic, 
rational, empirical positivistic models of analysis central to much research in 
psychiatry and nursing. The result has been difficulties in persuading clinical 
colleagues of the validity of examining the language of injury if a clear "solution to a 
group of problem women" is not the result. The "subjects" of the research (the 
women) were approached as participants with experiences to offer and wherever 
possible approached as collaborators not subjects Kirby and McKenna, P. 35). 
Once these principles are established, the evolution of the concept of "converging 
complexities" in self-injury within a feminist framework can be more meaningful. 
In relation to feminist approaches those properties represented by blue 
lines: pain, body hatred, timewaster vs. consumer have a focus in the perceptual 
understanding women have of their bodies. It could be argued that women's' 
emotional pain is silenced by a system which is inherently patriarchal in its 
definitions of appropriate behaviour for women (Lawler, 1997). Women who make 
excessive and inappropriate demands on the system are women who waste the 
time of professionals if they ignore (patristic) advice. 
Black lines, represent the complexities concerned with bereavement on 
stopping cuffing, and the costs of caring in both groups. In addition, the inability of 
the nurse group to interpret body hatred in any way similar to the women, and most 
importantly for the feminist researcher the issues of sexism and paternalism. These 
issues have a direct echo in feminist campaigns for the recognition of women's 
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feelings of rage, and such behaviours not being related back to the male 
interpretation of appropriateness (Daly, 1986). Women's rage and silencing by 
enemies (male or female) have figured in the work of feminists such as Hyman 
(1999) and Crowe (1996). Few considerations of the emotional costs of caring have 
in patristic psychiatric nursing examined the subject from a feminist standpoint such 
as that of Reynolds and Scott (2000). 
Green Lines: are concerned with those areas where some convergence of 
feelings between both groups is present. They address the areas of self- 
management, the messiness of injury and the emerging expertise of women who as 
self-injurers are educators in the field. In nurses, the use of reflective writing and 
practice to allow the expression of personal feelings is now a part of the required 
demonstration of competence to practice. However, there would appear to be very 
little use of feminist models of reflective practice and education. For both groups the 
battle to express very personal responses to the pain of other women in a patristic 
structure is indeed a battle that is still being fought. As educators "service users" 
feature in the development of new curricula, but they still remain on the edges, or 
as Kirby and McKenna observed "The Margins". Finally, the fact that self-injurious 
women still report female nurses failing to engage in a caring manner with them 
indicates that Chesler was correct in her assumption that women can in certain 
situations still exhibit inhumanity to other women (Chesier 2001). 
The red_lines are the areas where battles remain and both sides agree they 
are baffles (control and the closely allied area of risk management). All the women 
in the sample at some time felt their abused bodies were out of their control and 
consequently that psychiatry too often replicated the feeling of loss of control. 
Hence as in Garland -Thomson's (2005) analogy they felt as women they had to 
engage repeatedly in a battle with systems, health, family, society. For them, battles 
with health care providers (the experts), were evidence of continuing battles with a 
public form of patriarchy (Walby, 1994) which was hard to resist. In fairness, the 
study suggests that many of the nurses also felt very contained by the same 
structure, which continues subtly to define all the women as mad rather than 
oppressed (Miles 1991). 
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9.8 Chapter Summarv 
This chapter commenced with an analysis of the nature of control and the 
exercise of power within society and the way in which this profoundly affects the 
lives of women in general, it concluded with consideration of the relationship of 
these findings to feminist approaches in research. The contents of this chapter have 
concerned the final stages of data interrogation from the study. Evidence has been 
presented within this small study, of powerful and conflicting emotions in both the 
groups in this study. There are differences of interpretation concerning self-injury 
and its messages. Within this chapter, the proposition is made based on these two 
groups, that there exists a set of complexities concerning self-injury not capable of 
being easily resolved by either of the two groups. However, what became clearer by 
the process of data interrogation is that convergences do exist. What may divide 
both groups are, more often than not, differences of interpretation concerning the 
nature of descriptive language and the approaches of both groups to each other. 
The most notable complexities, which remained as "battles" about which there was 
agreement if not agreed interpretation were control and managing the risks. Of the 
remaining convergences, much more might be done to educate nursing 
practitioners concerning the complexities. This should include the use of literature 
and the consideration of feminist issues related to this difficult area of practice. In 
the final chapter, a model is proposed which may contribute to the attainment of this 
goal. 
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Chapter Ten: "Meeting The Victim Within The Victim's Territory"-' 
Recommendations and Reflections on the Journey. 
10.1 Introduction. 
"It created a mess on my white socks'ý-- Diane. 
An oft-used metaphor, the analogy of a journey is felt to be appropriate to 
describe what is represented in this thesis. In the course of completing the study 
there have been several wrong turns, several occasions when the abandonment of 
the study journey seemed inevitable. Accompanying a person experiencing intense 
personal pain is a difficult journey for a travel companion to experience, and one 
that may have inherent dangers. Like any other journey in life, such a journey may 
result in both becoming lost. If this occurs, other people's interventions may be 
needed, to effect rescue from further danger. At that stage the initial hope, present 
when the journey commenced, can be lost and possibly never be recaptured. 
Travellers may start a journey together but one, through frailty, may walk way 
behind, become disillusioned, lose interest, and abandon the journey. Alternatively, 
the travellers reach an end, but not the set goal, thus leaving one feeling a sense of 
failure and the other a sense of responsibility. On a journey of discovery, one 
traveller maybe way ahead of the other, the result may be the person being left 
behind and feeling that the experience was not what they initially had thought it 
would be. The individual may loose sight of the help and encouragement given 
initially, and strike out prematurely on a different, more dangerous, persoral 
journey, which may lack adequate preparation. The result might be a fall and the 
sustaining of an injury. 
The final scenario could be that the two travellers may have such deep- 
seated disagreements along the way that one turns back, having failed to attain the 
set goal. This could result in an experience of a sense of failure for the rest of life. 
The positive aspect of both sustaining the difficult journey is that the goal, if 
achieved, may be greater than imagined at the outset. One traveller, now stronger 
in achievement, does not return to the old life, and constructs a new and possibly 
more satisfying one. 
I Sharon LeFevre (1999) 
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The other traveller commences another journey, utilising those experiences to 
inform further travel. Both travellers' lives are never the same again. 
This study has attempted to present the extent to which a woman who 
injures herself has to travel painful roads of emotion and the ways in which nurses 
may have to travel the same road to attain some understanding of the woman's 
experience. Sharon LeFevre, a self-injurious woman for much of her life, wrote 
eloquently of her battles with her self-injury and her personal campaigns to get 
other people to understand the distress that initiates acts of self-injury. According to 
LeFevre (1999), In order to understand what happens for a self-injurious individual 
an individual has to; "meet the victim in their own territory" (P. 77). It was this sense 
of trying to understand more about the world of self-injurious behaviour, by 
exploring the language self-injurious women used of their acts that prompted the 
commencement of this study. 
At the outset, the researcher had personal questions concerning self-injury 
for which clarification was sought. These were questions that had initially surfaced, 
as a nurse working in acute in-patient based psychiatry and remained unanswered 
throughout clinical practice. 
They included; 
1) Why do women still feel the services they receive are unsatisfactory? 
2) Why do women still state they are not listened to? 
3) Why do nurses remain unsure of what they can say to this group of women? 
Other questions, (some of which remain unanswered because they lay outside the 
scope of this study), included why cutting, and was it an act that has elements that 
had addictive properties (Favazza, 1996)? 
Chapters two and four provide a review of literature relevant to subjects that 
emerged from interviews with both groups and were part of the "E. B. E" testimonies. 
This review included consideration of the nature and status of self-injurious 
behaviour as interpreted in the literature of psychiatry. It would appear, according to 
Muehlenkamp (2005) that uncertainty remains as to whether self-injury is or is not a 
psychiatric syndrome in the accepted sense of psychiatric classification. If this is the 
case, then it is not surprising that, at best, complexities continue to remain in terms 
of the attempts of nurses to work alongside women who self-injure, and who share 
the work of examining the nature of the "mess on [Diane's] white socks". 
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10.2 The "story" of the study. 
The study, recounts the stories of two unrelated groups of people, who are 
united by the fact that they have had personal experience of self-injurious 
behaviour. If, as LeFevre suggests, we need to meet the victims in their own 
territory, this means meeting the consequences of that experience. As a feminist 
approach to the research was adopted, the researcher did not feel constrained by 
an imperative to remain aloof from the subjects, and in many senses, entering the 
world of self-injury meant this was almost impossible. Rather it required what 
Maynard termed; 
"a genuine rather than instrumental approach... Research becomes a 
means of sharing information and rather then being seen as a source of bias, the 
personal involvement of the interviewer is an important element in establishing trust 
and thus obtaining good quality information" (1994: 16). 
The dilemmas, the reflection on the role of the self in therapeutic 
communication with the women, and the uncertainties and pressures exerted to 
suggest "the" answer to a clinical "problem" have been given consideration as part 
of this study. Such definitive answers have not been forthcoming and were not the 
primary purpose. However, what has been found are a set of complexities (See 
Chapter 9) where the two groups share some common ground, although they are 
not in total agreement as to its interpretation. It is highly improbable that all the 
complexities will have resolutions. There are few ucures" in medicine, and within the 
area of human emotions, there are fewer still finite resolutions to problems. 
However, what may be attained are major improvements to caring practices with 
self-injurious women. It is hoped that issues raised in this study may aid 
understanding and further such a process. This study has indicated the primary role 
of language in the process, more specifically the roles of understanding and 
listening to testimonies of self-injurious women in order to gain insight. 
The framework of the study was based on modified grounded theory, using 
the methodological approach of Kirby and McKenna (1989). However, the 
epistemological framework, certainly in the thinking of the researcher, was a 
feminist one. The effect of this was to ground the story within the voices of the 
subjects, notably the ostensibly more oppressed group, the (E. B. E's). However, the 
literature indicated that the nurses (E's) were part of a patriarchal system, and - 
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some of their interview responses indicated that they also experienced oppression, 
both by the system and by some powerful emotions engendered in working with 
those who self-injure. How to reflect all this in a very small study was a dilemma. As 
Leonard (2001) explains, the problem of describing studies as "feminist" or 
awomen's studies" has more recently been a movement away from women's 
voices to linguistic analysis and the deconstruction of meaning. The authenticity 
and ownership of the voice have remained relevant issues and concerns since the 
early days of Feminism. The question being from the early days of feminism is, is 
the voice authentic and whose voice is it being heard. Leonard states; 
"The historical context was to examine the 'voice'. Now the emphasis is on 
deconstructing-we are afraid "who gets to speak? What is reported? What is treated 
as autobiographical" (P. 186). 
Leonard goes on to consider the value of listening to voices of experience, which 
when women's studies entered curricula in higher education, occupied a central 
place in early research. Likewise, experiences and "voices of oppressed women" 
were central to initial research about women and their lives. More recently, 
however, the validity of this approach has been placed under scrutiny, in response 
to uncertainties concerning the validity of approaches based on experience. 
Leonard further suggests that these concerns, whilst valid, should not preclude 
research from using this approach. She states; 
"Recognising the 'problemof experience should make us waly, but it should 
not make us forego systematically examining our own and other women's accounts 
and analyzing our contexts" (P. 186). 
Feminism, certainly radical feminism, has had limited success in aiding 
nurses' challenges to the patriarchal underpinnings of psychiatry. Patriarchal 
approaches continue to be reinforced by emphasis on the bio-psychosocial and 
reductionist approach advocated by government and enacted by medicine. 
Contained within the history of psychiatric diagnosis are examples of women's 
rebellion against their prescribed roles, and their distresses in response to gender 
based abuse. This includes the portrayal of the consequences of childhood sexual 
and other abuses as a usyndrome" warranting psychiatric classification and coding 
(DSM IV for example). 
There is a need to name distress as such in response to rape. In doing so, 
the woman is enabled to move on from "the woman as victim" to a survivor with 
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personal power. In other words, she becomes truly empowered. In the case of early 
sexual abuse, women need to be believed and given an appropriate space in which 
they feel safe and secure whilst managing the resultant distress in adult life. This 
may include a range of self-injurious behaviours. Historically, this did not happen 
and women were effectively disempowered by the system. The current emphasis 
on the use of service users to promote empowerment may merely be returning, in 
something of a patristic manner, to that which the system had little initial right to 
remove from women (Reece & White 2002). 
Nursing has been reluctant to move to an empowerment-based model 
without becoming further entrenched into the patristic model of medical practice. 
This is maybe because this model of care is dependant on the rational empirical 
model, and is possibly less sympathetic to analysis of feeling and personal 
expression. It could be argued that creating advanced roles and levels of nursing 
intervention, founded on this purely scientific approach, has been at the cost of 
human caring approaches such as Watson (1998). Nursing may by default have 
lost the essence of its character, notably human caring. By using a feminist 
research approach, the study attempted to remain consistent in trying at all times to 
stay focussed on women's voices, and to thereby make a modest contribution to 
feminist inspired research whilst retaining the centrality of woman's voices. This 
avoids the failing described by Leonard (2001); 
"At times it seems as if feminist research has become largely an issue of 
epistemology; of what we can know and how we can know it, rather than what we 
can do, as academics, with others, to improve what we believe to be harmful to 
women(and other subordinate groups)" (P. 187). 
The researcher is aware that, whilst this study was concerned with a group 
of women as "Experts by Experience", the "Expert" group (nurses) included men in 
the sample. This was not by design. The intention was always to focus on women 
as self-injurers rather than a mixed group. One reason for this was that the issues 
and consequences of abuse for male survivors might be different, and to include 
both groups would make the study too large. Initially, the nurse group was intended 
to be the same, i. e. all female. However, once sampling commenced and a 
specialist unit become involved, it was simply not possible to exclude the 
experience that male nurses in that and other care situations offered. In addition, 
the self-injurious women had mentioned positive and negative. experiences with 
male nurses and it seemed appropriate to use men in these instances. This did not 
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produce negative effects, rather when the accounts of women's care from nurses 
were examined, the role of soothing and managing injuries were managed well by 
men. It was also hard to tell from both interviews and testimonies, what gender the 
women ascribed to nurses; rather they were a homogenous whole. That is not to 
say that a larger sample might not produce different results, but for this study the 
care offered by male nurses did not appear to be problematic for the women. From 
the previous chapters, only two of the men made comments which contributed 
directly to gender based issues, notably feeling sadness and the fact of women's 
bodies being "spoiled" for future relationships. As a feminist, in trying to hear the 
total experience of self-injurious women in a patristic psychiatric system, it was felt 
that men contributed to the study by presenting such interpretations. What is more 
significant is that the women in this sample made little mention of men. What is also 
of note is that the male respondents, who might be expected to find solutions of a 
more "technical nature", associated with patristic power, failed to offer any which 
might be described in this way. The danger of stereotyping male responses 
however does need to be borne in mind. Rather, men tended to utilise the "father" 
approach, discussed both in pre-existing literature and in the previous two chapters. 
The study indicates very clearly that despite the improvements to services 
women who are self-injurious can expect to experience they are still, as a group 
subjected, to misunderstandings and frankly rejection. Although expressed in very 
subtle terminology by nurses, self-injurious women experienced this rejection in a 
very powerful emotional way. The language nurses used communicated subtle and 
not so subtle messages to the women. These messages were experienced as 
rejection and lacking in understanding of the reasons for self-injury. In some 
testimonies, evidence remained querying whether or not acts of self-injury were 
really acts of attempted suicide (Chapter six). The exploration of some relevant 
nursing theories that could contribute to the expertise of nurses working with 
women who were self-injurious was a theme addressed in Chapter seven. 
The role of nurses in sharing the psychodynamic/ interpretive based 
solutions of the patient's distress has diminished since Peplau's initial contributions 
to nursing care in 1952. The approaches have been somewhat overwhelmed by the 
strength of the argument favouring an approach which is time limited, and therefore 
less costly. Indeed, it is possible that some of the sense that nursing can feel 
threatened by the power of emotion communicated by self-injury was discussed in 
Chapter seven. Cadman and Brewer (2001) suggest that nurses themselves are 
existentially threatened by the power of these emotions. This study does not seek 
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to suggest that nurses are deliberately "uncaring", but rather caring has been lost 
within deep emotions engendered by this behaviour. These powerful emotions may 
contribute to the complexities that are expressed and because the responses are 
raw and emotive they are not immediately capable of being easily, or even ever, 
resolved but remain what they are, complexities. 
10.3 Complexities not solutions. 
The study suggests that what exist are three main areas of complexities, 
which are linked by the notion of convergence. Not all have the same properties 
and characteristics. 
10.3.1 Remaining Converging Battles. 
a) Negative Perceptions. 
It is axiomatic to suggest that nurses, in order to defend their own vulnerable 
emotions, will perceive a source of emotional threat with negativity. Nevertheless, 
this study suggests that they do. Freshwater (2000) suggested this was attributable 
to a "defensive caring", which served to protect a carer from emotional harm (see 
Chapter seven). A situation is created whereby this group (ERE's) is viewed 
negatively, with limited evidence as to causation. In this study, some of this 
negativity can be seen to emanate from the violence inherent in the behaviour and 
the language used to express the act of self-injury. This was discussed in the 
preceding chapters in relation to the nurses' ambiguities of emotional responses 
and management of self-injury, when they encountered it in practice. From the 
women's point of view this can evidenced in this testimony sample from Elizabeth; 
"I look at my reflection for a few minutes. It's almost like / want to do that so / can 
know that / have to cut. I took at myself, and at that moment, / hate myself 1W tell 
myself, "you're so worthless" because I'm building up to cutting. And then I feel like 
it's like I am at the top now, IW have to do it now" (JH. 1 999: 31). 
Understanding by a caring insightful practitioner, of the meaning of the 
language may create new and less negative perceptions, or it may merely reinforce 
the stigma and create further barriers to therapeutic work. The anger then becomes 
therapeutically verbal not so physically directed, or simply remain with the woman 
concerned, who will continue to self-injure. What remains in the negative situation is 
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a very poor perception of a group who stimulate the most defensive of reactions in 
some nurses both by their actions and the lack of understanding by nurses. 
Consideration is necessary of what might be done to change such negative 
perceptions of self-injurious women by nurses, and other health professionals. For 
their part, nurses continue to feel threatened and disempowered by an act of injury, 
whilst the woman feels disempowered by society and a psychiatric system that 
does not meet her needs. Outside of specialist units, it is unlikely that a therapeutic 
environment will exist in which women can learn in safety to examine the reasons 
behind their self-injury. In today's clinical culture, nursing decisions that give back 
full responsibility to women who self-harm may be seen as too much of a clinical 
risk. The decisions that are taken, which are often attempts to eliminate such acts 
of injury, may be experienced by the women as rejection, and one in which they 
lose the power to act. The difficulty is that a safe environment is necessary for the 
woman to rehearse and understand how she may have control over her decisions 
and explore alternative solutions. Learning to take back the responsibility is a 
powerful catalyst for future change. One nurse on a specialist unit said; 
"The one thing we do like to say to them when they leave here is not to forget the 
work they have done here. I try and do like 'nursing summaries'with them so the 
patients know the work they have done here and what they have leamed, to keep 
reminding themselves what they have done so they don't forget it, then they don't 
forget how much responsibility they can take"(Leah). 
A therapeutically safe environment should allow for a genuine sense that 
nurses need not always understand and feel obligated to resolve emotional crises. 
Nurses may need to recognize that feeling unable to understand how to help may 
ironically be positive, and not a negative experience for a woman who self-injures. 
One "ERE" found some mutual understanding with a nurse, now practising as a 
therapist. The woman, although challenging, was not afraid to say when she did not 
understand, but above all, she was honest with Anne; 
"She was challenging, but she was honest, that's what I like about her. She wasn't 
afraid to say 7 rind this difficult'or 7 don't understand' A lot of the time, I would 
meet with nurses or doctors, they wouldn't understand, and they wouldn't say they 
didn't understand. They wouldjust continue like a bit like a bull in a china shop, they 
iust keepgoin through and / would feel like an object again because they weren't 
stopping to say 7 don't understand, why do vou do this)? (Anne). 
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The major question remains as to what might influence the "Experts" to 
make changes a reality in all areas of practice. One crucial area is the 
acknowledgment that professionals do not have all the answers. The women 
themselves were not always able to state why they self-injured. It is possible that 
perceived dismissal and lack of caring, of nurses was not reality, but a defence 
against the painful emotional effects of self-injury on them. If a nurse's 
understanding of the different meanings and emotions ascribed to self-injurious acts 
by women were increased, it might lead to changes in some of the very negative 
responses to acts of self- injury. It is suggested from this study, that the two issues 
of control and risk remain a feature of the conceptual battles both sides accept as 
reality, but about which a consensus (at present) is not possible. Both feel 
controlled by the other, both feel 'at risk' and a 'risk'. Both groups defined the sense 
of risk differently. 
b) Power and Risk. 
Power emerged in this study as an unspoken yet present reality that 
pervaded many of the findings, notably in the complexity of control. Whilst both 
sides had an agreement that both wanted control, (of self, others, or both), what 
unified them was the issue of the inequality of power. Nurses felt self-injurious 
women had a great deal of power from their acts. The women felt not only that 
nurses had too much power, but also that they themselves had few means of 
exercising power to effect changes in their care. Internally the women's baffles were 
to make effective changes that broke the power self-injury held over them. One 
respondent was aware that cuffing had a power over both herself and others. She 
knew this made others afraid of her when she attended "Accident and Emergency". 
"At times when I did go there I was quite scared, not so much of what I'd done, but 
scared of other people's reactions to it, because there was always this generation 
of fear and kind of terror of what I'd done and what I might do to myself" (Diane). 
When this power was combined with that of risk to either self or others, a 
type of double helix emerged where both sides interacted with each other, almost 
merging mutual fears. However, at the end-point, they were unable to speak 
truthfully about the power of risk in self-injury. Some self-injurious women do have 
difficulties in the verbal articulation of pain resulting from their history of injunctions 
to silence. Therefore, there may be d. ifficulties in communication that is not wholly 
the responsibility of nurses. There was the additional threat for nurses that self- 
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injury presented in terms of internal and external institutional censure if death 
resulted at some stage. Such complexities are difficult for practitioners to contain 
when working with self-injurious women. 
There was evidence of the inability of the system to provide appropriate 
therapeutic environments that allowed some therapeutic risk taking. This is not to 
say they do not exist within acute care settings, but that they were minimal in this 
study. Acute in-patient settings were areas frequently mentioned by women in this 
sample as those where care was most inappropriate. In these settings, they had 
experience of very few people who were willing or able to understand the 
complexity of what they were trying to express. Ryles (1999) suggests that some of 
this inability to relate to distress by nurses may not simply be that they do not want 
to share the distress, but that they themselves are equally oppressed by the same 
system. Part of the mental health system (nursing) would seek to portray self- 
injurious women as mad, out of control and a risk, because that is the "gaze" 
(Foucault 1988), they have been trained to occupy. However as Ryles suggests 
nurses, themselves (predominantly female) are also subject to; 
"a discourse that describes them as cating, self-sacrificing, female and 
therefore maternal and even sexy. Both groups are it seems in a struggle to release 
themselves from crippling stereotypeso (P. 604). 
When two sides are engaged in such a struggle to express painful emotions, it is 
likely that one group will be less powerful and the other will dominate, even if the 
domination is unintentional. 
10.3.2 Remaining Converging Feelings 
a) Messiness. 
There was agreement from both groups that injury is emotionally and 
physically "messy". In Chapter four, there was the suggestion that hurting the body 
served to ease the pain of the mind. This was very evident in both participating 
groups. The women in this group, who were "experts by their experiences", had 
histories of volatile expressions of emotion, in their case by cutting. It is possible 
that early abuse also contributed to the perception of the body as a very volatile 
experience. With such blurred boundaries, emotional encroachment by an adult 
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was problematic. To an extent, both women and nurses utilised appropriate rituals 
in order to effect resolution of such painful, emotional messiness. 
b) Sadness. 
Of the nurses who had expressed personal evaluative emotional opinions, 
many expressed them in terms of feeling sadness. However, it appeared to be 
sadness in terms of the past treatment the women had received by others, and not 
for themselves. Some directly spoke of sadness for the women, but none outside of 
the specialist unit translated that sadness into proposing alternative approaches 
that would effect changes to treatment within the psychiatric system. For one nurse 
respondent (Peter) the act of self-injury was a source of greater sadness than an 
overdose, because he admitted that whilst he could contemplate an overdose, he 
did not feel that he could never contemplate self-injury. He said; 
"An element of great sadness, but notjust as great sadness, / have never thought 
of this before, but somehow Ijust don't view taking an overdose as being quite as 
tragic as self-harm even though the motive might be more likely to end their life. I 
could take an overdose I could never self-harm". 
It is interesting that such a convergent feeling was based on an empathic response 
judged by an act that he could execute, as against one he would not contemplate. 
Similarly, the researcher herself was not immune from feelings of sadness 
throughout this study. In addition to emotions expressed by participants in the 
study, there was an emotive element to gathering data, which whilst not appropriate 
in all studies, was very necessary for this study. 
c) Expertise in and the self -management of injury. 
The nurses ("expertsn) who worked within a specialist unit had expertise not 
only in management of minor injuries, as would any nurse, but had a greater degree 
of insight into the therapeutic management of women after injury. For this sub- 
group of experts, injury was a message a way of speaking without words. As they 
experienced it, the language was always born out of long-standing distress and 
used, as with many other acts of injury, to convey an array of feelings including 
making staff feel bad after a challenging therapy session or group. Outside of this 
unit, there was also evidence that the self-injurious women found it hard, if not 
impossible; to manage both a physical wound in a self-soothing manner (see 
Everett and Gallop, 2001) and emotional pain the injury had created in both 
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themselves and the nurses. It also appears that few nurses were able to do so. 
However, one "E. B. En did find a nurse who was tender, accepting and understood 
the language of the injurious act. She evoked a powerful response for the woman; 
"I didn't actually self-hann as in cut, but I'd smashed up my room and /V cut my 
finger quite badly, and there was blood all over the place. ... My key workerjust 
washed my hands, washed my hands for me and patted them dty andjust held 
them for a minute and tumed them over... I didn't want to look very well, so I 
pushed her away and felt like I was going to burst into tears and you know the hard 
shell came back on again. .... That was the only comforting thing that had 
happened to me after having cut myself from any professional. Some positive 
communication be that verbal or tactile orjust to sit with you" (Nan). 
The study indicated, that some women were beginning to find support for attempts 
to stop cutting outside of statutory provisions. These were often provided by women 
who had been/were self-injurious. 
The nurses reported few examples of support offered to cope with cuffing. In 
the specialist unit, this was part of the daily life of the whole community. Outside of 
that area, nurses appeared to have very little specific and personal support. Since 
the study was completed however, there has been greater emphasis on such 
personal support. However, a lack of support or derision of those working in these 
areas is still not unknown, and may have contributed to the negative effect on 
nurses working with this group of women (Babiker and Arnold 1997). 
10.3.3 Remaining converging feelings with disparate practices/interpretations. 
The areas of pain, body hatred and the issue of being either a time waster 
or a consumer of services was a complex analytic issue. The areas were presented 
in the way in which they were because of the frequency of occurrence in the data. 
They were areas central to understanding the nature of the language of injury, as 
they were the common experience of both groups. 
a) Pain, for example, was central to most interviews and all testimony 
accounts. It was both emotional and physical pain. However, the women still 
reported incidents where it was assumed that they felt little or no pain in cutting, 
and this had an impact on the services they received from nurses and other 
professionals. For the women, the physical pain served to curtail some of the deep 
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emotional pain they had experienced. This was recognised to an extent by some 
nurses but it did not materially change how they all as a group viewed it. 
b) The women saw their b5dies as highly volatile containers of distress; the 
nurses perceived them as an object of the women's hatred and self-loathing (see 
also Chapter 5). One relevant area of consideration has been the failure of nurses 
to understand the concept of parallel violence (in which one turns on another 
weaker group or individuals) and additionally the concept of transformative power, 
where women choose to become "the keepers of their own histories and futures" 
(Candib 1994: 146). Given the poor history, nurses working with self-injurious 
women, need new approaches, which would necessitate an enhanced degree of 
emotional intelligence from them. This may require new modes of education, to 
learn how better to understand and cope with personal feelings when working in 
such a highly challenging practice area. Nursing needs a greater awareness that 
seems to be emerging, that it does not have an automatic position of authoritative 
power over vulnerable women. Rather nurses should function as part of a 
therapeutic team, a team that includes self-injurious women, to enable effective 
management of post-trauma pain manifested in self-injurious acts (Brown, et al 
2002). 
c) Timewasting. Working to understand acts of self-injury within a 
"therapeutic" rather than "control" mode would inevitably produce fewer responses 
where women are viewed as "timewasters", particularly when utilising acute non- 
psychiatric services. Eýen within psychiatric services, self-injury has high priority in 
terms of risk prevention, but low in terms of longer-term intervention by examining 
the reasoning underlying acts. One nurse, who moved into psychiatry from adult 
services, made that transition and understood the need to see the problem more 
holistically she stated; 
ul'd had no mental health training [at that stage], / was purely physiologically 
focussed. The turning point was ultimately thinking that surely, this wasn't right, 
people surely cant be doing this for attention, there must be a better way of getting 
attention. / started to question my own viewn (Chris). 
In contrast to the findings of Leibenluft. et al. (1987), it was noteworthy that 
none of the nurses described women as "manipulative". If they thought so, it was 
covert and not mentioned to an outsider. Manipulation did not feature as a variant of 
"time-wasting" in this sample. However, nurses still exhibited another behaviour 
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noted by Leibenluft. et al., notably the fact that nurses (outside of the specialist unit) 
paid little attention to "the inner experience of the self-mutilator" (P. 323). This may 
in part be attributed to the costs to themselves of entering that world. 
d) The cost of care. Both groups had care experiences that had exacted a 
toll on them. Some of this might be attributed to the "provocative nature "of self- 
injurious behaviour (Himber, 1994). When nurses and women who self-injured 
encountered each other, anxieties concerning each other and the roles both groups 
occupied were evident. As considered in Chapter five self-injury made nurses feel 
anxious, and was evident in the responses of those who participated in this study. 
The anxieties experienced by nurses in their "normal" caring roles were 
exacerbated when caring for women who injured themselves in the context of 
Accident and Emergency in particular. Psychiatric nursing does not have a history 
of close identification of women as women -centred carers with women who are in 
distress. Distressed women are victims of a societal expectation. Nursing as with 
many other "caring professions", exists to make things better and cure all problems, 
which reduce the efficiency of society. If women who self-injure do not improve, 
according to Chesler (1997) they do not receive, the empathic caring afforded to 
acutely ill individuals. I 
The ultimate cost of care (see Chapter 5) is to reduce it to a technological 
and impersonal approach, which advocates approved interventions designed to 
take a person quickly out the sickness system and may not deal with causation. 
This was evidenced in the responses of the women, and in reflective comments 
from some nurses who working on the specialist unit. What was missing as 
indicated in these responses was a transformed and positive type of 
communication, which mutually enhanced both relationships. Both groups had the 
potential to learn from each other's experiences of self-injurious behaviour, defined 
by Everitt and Gallop (2001) as a "transformative power (see Chapter five). The 
cost of the inappropriate non-transformative practice of nurses is an inability to 
understand or even have an awareness of the language of women who self-injure. 
Even at the beginning of the research, few directly mentioned any knowledge of the 
testimonies of self-injury that were in fact freely available. If more nurses knew the 
deep language which lay beneath the inscribing of pain surface of women's skins it 
would have been evident. Whether nurses were unaware of such writings by 
choice, or out of fear was not clear in this sample, and would certainly be an 
interesting area for further research. 
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There was a major deficit in training at all levels for nurses, not only in the 
causative factors for self-injury, but also in the personal nature of the language 
utilized concerning acts of self-injury by women. Greater understanding of what is 
and is not being expressed could improve care practice and eliminate inappropriate 
practice. Women as "experts by experience" could be used to deliver such training. 
The language would be appropriate, honest and promote recovery and 
empowerment for a group who tend to lack authoritative power, which is not self- 
directed. There is some evidence this occurs in certain undergraduate programmes 
with service user involvement in general terms. However, there is little evidence 
that this involvement is specific to self-injury in many instances. 
10.4 Summation of findinqs. 
At the commencement of this study four major areas were considered to be 
good starting points from which to commence the investigation, these were: 
i) Why do women still receive unsatisfactory service from health practitioners? 
ii) Why do they still feel they are not really "listened to"? 
iii) Why do nurses remain unsure of what to say to the women? 
iv) Why cutting and was there any idea that in some ways women became 
uaddicted" to the act as suggested by certain scholars? 
From early interviews it became apparent that findings from the study were likely to 
be diverse in nature and unlikely to be reduced to one or two main points. At the 
conclusion of the study a number of findings were evident which are surnmarised 
below. 
> Self-injurious acts cannot be reduced simply to signs of psychiatric 
illness and therefore capable of "cure" when the "problem" has been 
diagnosed. 
It is "messy" with few clear answers; few clear immediate solutions and the 
emotions that trigger the acts are in themselves traumatic and messy. 
> It is a clinical complexity for which there is no single solution. 
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Whilst E. B. E's and "E's" share some common ground in terms of experience, 
understanding each other in terms of the nature of the experience of self-injury 
remained difficult. In some complexities little common ground existed at all, notably 
the areas of risk and control. Internalised battles existed for the women who sought 
to exercise their control over the emotions and past traumas, which they perceived 
as still precipitating their acts of injury. Power combined with risk to produce a 
"double helix" of interaction between the two groups in which both experienced 
mutual fears, but expressed them in an almost totally opposite language. 
Difficulties in verbalising emotional pain meant nurses were not always able to 
register or aid in the relief of that pain. Closely linked with this was a great internal 
sadness, which was either verbally absent or inappropriately expressed. Hence the 
messiness of an earlier point has another linguistic point to it. 
> Whilst many "E. B. E's" were victims of male abuse this did not of 
necessity result in problematic encounters. Rather, it was how these 
encounters were managed that was fundamental; certainly patristic 
approaches were very unlikely to be received positively. 
); ý- The exercise of power was a major factor in the lives of both groups. 
Both wanted control in different ways and areas. Control in all senses was an 
additional factor contained within different manifestations of power. The women saw 
power as vested with the nurse group, who for their part experienced acts of self- 
injury as overwhelming. 
> Nurses as a group tended towards elements of "rescuing" women, rather 
than enabling the women to create a safer emotional environment, which 
might help lessen the need to self-injure. Again the reading of such 
testimony material might enable a greater degree of insight into the 
world of self-injury. 
> Reading the testimonies of self-injurious women is essential to gain 
deeper insight into the reasons for self-injury in traumatised women. This 
should include the "grey literature" of "E. B. E's". 
Nurses did fail to have insight into the intensity of negative feelings that the self- 
injurious woman have prior to an act of injury. Maybe because they do not always 
gain access to "E. B. E. " writings, that clearly portray these feelings. The feeling of 
being ignored or disparaged may lead to re-commencement of cycles of self- 
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deprecation and self-injury. It was apparent that deficits in nurses' training in 
matters relevant to self-injury, such as the development of emotional intelligence 
and empowerment were detrimental to the emotional health of self-injurious 
women. 
> In terms of research methods, written testimonies provide vital insights. 
The real feelings of "EREV were not always evidenced in interviews. Using these 
sources "grounded" the study with the "oppressed group" in a way in which 
interviews alone did not achieve (see Kirby and McKenna 1989). Similarly, research 
methods for a subject like self-injury require the researcher to meet the subject in 
their territory and understand the results and consequences of such an encounter. 
> These women continue to experience misunderstanding and frank 
rejection from health care providers ("Experts" as a group). 
Such misunderstandings lead to further acts of self-injury and negative feelings in 
both groups (Rayner et al 2005). Fear of what would happen when they 
approached "E's" for treatment notably in accident and emergency departments 
was a common theme, especially in testimonies. Women's acts of self-injury still 
continue to be misunderstood as either aftention-seeking, or as covert acts of self- 
destruction, when there was very little evidence for this fact. 
10.5 A lanquaqe of complexities and a model of hope for work with self-iniurious 
women: Recommendations for the future. 
The process of interpretation of self-injury language used by both groups 
who participated in this study was protracted and one that has not provided clear 
clinical or psychological solutions. Throughout the course of the study, the 
researcher has been immersed in the subject of the study and the process of 
gathering data has been complicated at times. There were difficulties accessing a 
group of women, utilising such an open-ended approach. There was an additional 
factor in the researcher being a nurse and researching a group who were cautious 
of another nurse asking them about personal and painful memories. The nurse 
group might have had some cause to feel threatened, knowing that poor practice 
and poor attitudes have marked the history of the work of nurses with self-injurious 
women. 
The result has not been a single clinical solution that could transform 
management of self-injurious women. What has emerged from the study of the two 
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groups is a model of converging complexities. This model has evolved from the 
initial situation of two opposing groups with it appeared, little in common, to one 
where converging areas of complexity exist. In some areas, there are definite 
agreements. It is in these areas of convergence, where there are opportunities for 
more education at all levels of nursing education, primarily during initial education. 
This should be seen alongside a definitive change of policy regarding care of self- 
injurious women who are not psychotic, which should consider again the 
appropriateness of in-patient acute ward care. With an impending new mental 
health act proposed for England and Wales (D. O. H, 2006) the issue of control will 
remain. What therefore should be considered as therapeutically helpful in the short, 
medium and long term both in how the language of injury is understood by both the 
groups, and potentially other groups involved with self-injurious behaviour? 
10.5.1 Short-term recommendations. 
1) The fact that control and risk emerged as primary areas of agreed battles, 
might lead to questions concerning the nature of "Expert" /Expert by Experience" 
relationships in the situation of ward based care in particular. In this study, there is 
some evidence that inpatient psychiatric treatment may be inappropriate and even 
damaging, possibly to both groups, but definitely to women who self-injure. 
Specialist units, where seri6us work is undertaken to examine language of cutting, 
and where the elimination of cutting is not seen as the main goal but rather where 
personal responsibility for actions is central, would appear from this evidence to be 
more appropriate. 
2) If self-injury occurs as a response to trauma, as is evident from this study 
and published literature, then consideration has to be given to aiding women to 
express rage resulting from trauma in ways other than by self-injurious acts. This 
factor was not the primary aim of this study, but gaining insight into that anger by 
utilising the testimonies of "EREV for nurses who enter this area might increase 
sensitivity to the inner pain of self-injury. Anger as a tool for recovery, could be 
utilised alongside other clinically proven and effective tools such as DBT(see 
glossary) and newer frameworks of care such as Barker and Buchanan-Barker's 
(2005) "Tidal Model" 0 (see Chapter six). 
However, what might be most helpful is to reconceptualise the 
"battleground" model from previous chapters, which appears to be the unwritten 
current model of conceptualisation, to one of "truce". This is the point to which, 
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ultimately, all wars come in the absence of total and mutually assured destruction of 
both sides. As a result of the re-examination of the literature and the findings from 
this study, the following model of hope for the future is suggested. This is one, 
which is grounded in the language of self-injury examined in this study. It is 
conceptualised in the following figure. 
EP's BATTLES BATTLES EBE's 
T RUCE 
CONVERGENCE ON 
FEELINGS OF SADNESS 
MESSAGES OF EXPERIENCE 
THE VALUE OF EMBODIMENTTHEORY 
EXPLANATIONS & PRACTICES TO AID 
CARE OF PEOPLE NOT DENIGRATE 
PAIN AND HATING THE BODY 
POTENTIAL THEORETICAL MODEL FOR FUTURE HOPE 
Figure 9: A model of hope. 
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The representation expressed in Figure 9 is that of a double helix which 
serves to illustrate the complexities of self-injurious behaviour as being where a 
situation akin to a truce can be said to exist. As With any declaration of truce, 
certain conditions are necessary, both for its continued maintenance and to ensure 
that these favourable conditions will continue. Such conditions should enable both 
sides, in a discontinued battle, to continue to develop their mutual existence. 
Hence, the model represents a convergent truce concerning the subject matter in 
the triangle shape at the base of the helix. These subjects are intended to be areas 
that form both recommendations for improved practices and give specific subjects 
that could be addressed in the training of nurses who encounter self-injury, which 
given current levels of incidence are probably all nurses/midwives. The interlocking 
helix represents movement away from the earlier battlegrounds analogy to that of 
convergence, where both interact with and affect the other. The sadness of being 
misunderstood as women who self-injure interacts with the sadness, however 
portrayed, of nurses who encounter their self-injury. The other aspect of the helix is 
the fact that nurses are not immune, and may have personal experience of self- 
injury for which help may be offered by an "E. B. E". 
3) Curricula changes are a permanency in pre-registration training for 
nursing. They are driven by changes in standards explicitly required by the NIVIC 
(the governing body of nursing in the UK). Current standards require the 
development of communication skills. In the short term these basic skills should be 
further developed to address the possibility of making some areas more closely 
aligned with trauma work. 
10.5.2 Medium-term recommendations. 
1) The messages of the "experts by experience" likewise need to be heard, 
and in ways and forms that do not diminish, trivialise or dismiss the painful words as 
madness and manipulation. Currently, there is an emphasis on modernist empirical 
approaches within nursing curricula, including technical, motor and assessment 
skills, capable of objective assessment. This assessment is crucial for safety in 
practice. However, this study's emphasis on the centrality of the language might 
suggest that there is an equal case for reflection, in controlled safe environments, 
on the voices and writings of those who have the most profound insight into self- 
injurious behaviour. It is an insight all too easily missed by certain assessment tools 
particularly where a self-injurious woman has little input, or where autobiographical 
prominence is not permitted. 
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2) In relation to point 1, what emerges from this study is a need to 
communicate the long-term "messiness of self-injury" in preparing practitioners to 
work with self-injurious women. It is important that training be given which enables 
future practitioners to relate work on bereavement, to losses women feel when 
abandoning the old friend that was self-injury. This may require development of a 
model of grieving which is focussed on the cessation of self-injurious behaviours of 
all kinds. Despite the recognition of self-injury as a behaviour, which the women 
knew, they could not continue without personal cost, self-injury simply cannot be 
stopped without resolving issues that led to its commencement. Such a model of 
approach requires the same level of consideration that nurses are offered to 
support work with women who grieve following major body altering surgery, for 
example mastectomy. 
3) As much emphasis should be placed on the relationship to childhood 
abuse with trauma reactions later in adult life. Currently there is a very strong 
emphasis in education on the prevention and detection of abuse in children. In the 
medium term future curricula should consider it mandatory that the consequences 
of abuse in later life are taught. This might gradually improve across all domains of 
nursing understanding of trauma behaviours and the consequences of abuse. This 
would avoid those who are self -injurious being subjected to comments and 
practices, which they feel denigrating and demeaning. There was evidence from the 
women, and some of the nurses, that such comments still occur within different 
parts of the hospital system. 
Similarly, few nurses have an appreciation of the degree to which those who 
have been subjected to early life abuse hate their bodies and what the body 
represents to them. There is a need to understand the role that cutting plays, both 
to exact revenge on the body and to end the emotional pain sometimes 
experienced by abused women. Ultimately if the helix analogy is taken as a basis 
for future hope/practice it will entail both "experts" and "experts by experience" 
working together in many more aspects of care and education. This would happen 
as a uniform and accepted part of the education of nursing students and be part of 
the assessment of competence, including emotional competence, of all practitioners 
working with self-injurious women. 
4) A more urgent re-evaluation of the role of admission wards in the care of 
self-injurious women is needed. It is questi 7 onable whether the situation of acute 
psychiatric admissions wards is ever appropriate for women where there is no real 
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evidence of psychosis being present. Such treatment situations are intended to 
effect a cure for illness, or the elimination of distressing symptornatology. Early 
childhood trauma and abuse cannot be managed in this way, and from evidence 
suggested by these findings 
' 
and the theories outlined in Chapter seven, self-injury 
requires specialist input in challenging but emotionally safe environments. The 
emphasis should be on personal responsibility not physical containment. However, 
that environment has to be one with containing boundaries. This would suggest that 
the principles of emotional containment outlined by Linehan (1993), and utilised by 
the specialist unit, where many of the nurses worked, provides a setting where the 
issues illustrated in the Helix model might be resolved. 
10.5.3 Long-term recommendations. 
1) Changes to curricula for nurse education at diploma levels need to 
redress emerging deficiencies in the relationships between skills, competencies and 
the exercise of the critical analysis of knowledge from other practice related fields of 
knowledge. This exercise provides a theoretical basis to the skill work on which 
they are assessed. In respect of self-injury specifically the social psychological 
study of embodiment theory is essential. The concept of embodiment has featured 
throughout this study, in reviewed literature, testimonies and interviews. A serious 
reconsideration of the value of teaching embodiment, which might include feminist 
theory, is indicated by this study. It is impossible to teach how to minimise risks and 
gain insight into self-injury without such study. The basic concepts of how bodies 
are theorised upon and interpreted in the fields of psychology, sociology and 
anthropology, are often absent from curricula. Biological and psychosocial sciences 
a re traditionally the foundations of nursing theory. Within psychiatric nursing theory 
at the present time, there is great emphasis on behavioural sciences. What 
emerges from this study is that, despite this knowledge self-injurious women 
continue to report not being "listened to" by nursing professionals. Ironically, the 
women felt that students were more able to listen to their verbal testimonies. 
2) There is a need for new understanding of emotional rehabilitation in 
women who have experienced self-injury for whatever cause. There are very few 
linear and clear cut solutions. In its origins, the double helix of the model of hope 
has no beginning or ending, and it is certainly not linear. Therefore, as a model for 
the future, there are implications in the way in which care of self-injurious women is 
conceptualised. This raises further questions concerning the medical model. At the 
heart of a medical model, the endpoint is 'cure' (or the p atient is dead), and the 
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problem is resolved. Rehabilitation or long-term issues are not infrequently directed 
away from medicine towards social care, with a potential loss of available 
resources. Similarly the consequences of trauma, rarely just cease to exist, but 
rather exist within the psyche of the individual, until under certain conditions the 
individual cannot contain the feelings and temporarily looses emotional control. The 
result can be the initiation of a damaging cycle of self-hatred, with possibly self- 
harm resulting. Indeed, some women have never had an opportunity to learn a less 
damaging reaction and as a result, there is a sense of failure and a constant sense 
of battle with emotions. 
The study may indicate the need in the longer term to develop more 
specialist units properly funded which will accept self-referrals in addition to 
referrals from other units where women who self-injure are often inappropriately 
placed, including secure units. This would also end the perception of these areas 
where they do exist as being seen for those with long term and enduring serious 
problems, in the sense of the medical model of psychiatric illness. The theoretical 
model for these may not be the current predominant model of CRT alone, but 
rather a more eclectic approach, which utilizes the Dialectical Behaviour Model of 
Linehan, and alongside this the psychoanalytic approach of an interpersonal model 
such as Anzieu (1989), which was seen as effective with women in the specialist 
unit of this study. 
10.6 Final reflections 
At the end of this journey several personal issues remain. Firstly, poor 
practice is still evident, not all of which can be explained by financial constraint or 
lack of education. There are still comments made which indicate, amongst highly 
experienced and highly educated practitioners, that self-injury in women is at best 
madness and at worst perverse. There remains something about self-injurious acts, 
which either fascinate or repulse individuals, may be both at the same time. 
Nurses, like other health workers, tend to define need by the problem presented, 
rather than, as with self-injury, existential distress presented in a highly challenging 
and confronting manner. That is not to condone self-injury as a normalised mode of 
expression. It can after all be a threat to life. 
However, modifying the body in this manner attracts a great deal of 
vilification in a way not accorded those who have their bodies modified in 
appearance by means of cosmetic surgery or in the name of artistic expression. At 
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the other end of the spectrum of body modification practice, post modernist 
approaches to artistic expression include the use of the body as an active surface 
on which to inscribe meaning. Therefore, if complexity exists within the psychiatric 
management of self-injury, it is certainly not the only situation for complexity to 
exist. However, what may be distressing in these histories in the study is that these 
women rarely have an appropriate space in which to rescue themselves from 
emotional drowning, and frequently do not have their profound calls of distress 
heard. 
This study has raised many issues which warrant further investigation using 
a larger sample, and with greater utilization of autobiography as a methodological 
approach. If this study were repeated and funded, then the use of two groups who 
personally met and shared each others stories, biographies and autobiographies, 
might produce greater comparative insight into the world of self-injury. Likewise, 
actively teaching the language of self-injury to students of nursing using biographies 
and autobiographies might provide a more in depth insight into the inner world of 
the self-injurious woman (Leibenluft, 1987), and might curtail some negativity 
towards self-injurious women. Containing the emotional reactions of students within 
a controlled environment might allow expression of personal fears and experiences 
not traditionally at the forefront of pre-registration education except in clinically safe 
subjects. Ironically, these include dealing with death, dying, bereavement and 
breaking bad news. 
The researcher is also aware that this was very much a "young white 
European study". Much less is known about the experiences of middle and older 
aged women and non-white women who have also been abused. Is their self-injury 
not in the public gaze, or do these women manage their distress differently? As the 
population ages, an investigation of the meaning ascribed to self-injury by older 
women may be interesting, especially when compared with time limited self-injury 
currently prevalent in adolescents, who were not a part of this study. 
Finally, self-injury is but one manifestation of distress. This thesis concludes 
with a quotation, which argues forcibly for an approach to mental ill health based, 
not on diagnostic categorisation alone, but also on a model of human 
understanding which is need based and centred on telling the story of human 
distress in a language accessible to all and not simply as a disease label. 
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"if people whose lives have been overwhelmed and drowned by mental 
distress need help, they need to be helped to reclaim their lives and with it their 
identity as persons. They need help to drain the distress from their lives, dry out 
their sodden and waterlogged personas and begin to feel their potential strength 
rising from their reclaimed selthood. All too often, the personhood and stories of 
such people are overlooked, only to be replaced by simplistic forms of classification, 
and even simpler and often absurd forms of 'inappropriate intervention'. Pat 
Deegan wrote, 'So much of what we were suffering was overlooked. The context of 
our lives was ignored. The professionals who worked with us had studied the 
science of physical objects, but not human science. No one asked for our stories. 
Instead they thought our biographies as schizophrenics had already been written 
nearly a century before by Kraepfin and Blueler'(personal communication, 1997) 
(Barker and Buchanan-Barker 2005: 239). 
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A) Study Details (Participant Information Leaflet). 
B) Consent Forms 
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Participant Consent Information Leaflet. 
"AT the Cutting Edge -Experts by experience 
A study of the language used by women who cut themselves and the "experts" 
(nurses)* who seek to understand them and the language they employ. 
In this study, I want, in a variety of ways, to understand how YOU interpret the term "self 
Injury". The purpose is to examine some of the myths, misconceptions and misinflan-nation 
that surround the cutting behaviour and experi-mces of women. You may have been 
traurnatised or know that many of the women have suffered some trauma in their recent or 
past his (her) story. "Professionals" have a language that can preclude insight into some 
women who feel a need to injure themselves. Often both sides talk at each other, and not to 
each other. This project seeks to understand whether the problem is that the language may 
not be shared one. For the research, all I ask is that you are female "professional by 
experience" or a professional practising nurse of either sex who is willing to talk freely 
about that experience. 
If you would like to participate, you have an absolute right to ask questions at any time 
about the project. If you decide to take part, you will be asked to sign a consent form at the 
time of the interview. In addition to this, I like for you to get back in touch with me to 
indicate you willingness to take part at this stage. 
The interviews will be taped ana transcribed by a professionai with no contact with you or 
the researcher. She is paid by the researcher and is not a personal acquaintance in any way. 
If you would like to take part, please contact me the attached form, which I would ask that 
you mail back to me, I will refund any postage costs at the time of interview. 
I hope you will be able to take part, 
Judith Reece 
Ashford 88 Springvale Road 
Danesmoor 
Chesterfield 
Derbys S45 9SB 
Email iudyi(@dircon. co. uk 
" Title given me by Michael a colleague who has self-harmed. 
* The author uses the title to include midwives as well, but is very aware of the different professional 
backgrounds. 
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Letter/Consent Form 1 to potential respondents 
Dear 9 
I understand that you would be willing to take part in my study, which I am undertaking, for 
my doctoral studies at Loughborough University Leicestershire. I enclose a copy of the 
information sheet and you are more than willing to have sight of the full research proposal 
for this part of my studies. I have been working for many years in clinical and other work 
with women who cut themselves and although I am now a lecturer I am by profession a 
nurse. 
I should add that you are a part of the second stage of the project and I am undertaking 
unstructured interviews that re-visit issues raised in the first part of the research already 
completed. 
Please do not hesitate to get in touch with me if you have any further queries. All 
respondents will be asked to re-visit their interview after it has been transcribed to check if 
there is any thing that they wish to change/add or detract. 
You will also be more than free to read the final thesis when it is completed or at the very 
least have sight of any summary produced. 
Thank you in anticipation, 
Judith Reece 
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Consent form 2 (Given at the time of Interview) 
At The Cutting Edge---- "Experts by Experience"99 
A study of the language used by women who cut themselves and the "experts" 
(nurses)* who "Profess" to understand them and the language they employ. 
I have read the information sheet (email details) and had the details of the study explained to 
me. My questions have been dealt with and I know I can ask further questions at any time. I 
also I know I have the absolute and unconditional right to withdraw from either the 
interview or the study at any time. 
I agree to talk with the researcher on the day arranged and I understand that my anonymity 
will be protected at all times. I have been informed that any subsequent publication or 
dissemination will not in any way identify me. 
*1 agree to be audio taped *. I also know that I have the right to ask that the tape recorder be 
switched off at any time I want. 
*Email activities are also similarly withdrawn on my request, where relevant and on this 
basis, I agree to contribute material in an electronic format. 
I agree to participate in the study subject to the conditions outlined above. 
*1 agree/do not agree to the researcher contacting me again for further follow up of the 
interview. 
*(Please delete as appropriate). 
Participant Signature 
Signature -------------------- Date -------------------------- 
Signature of the Researcher 
Signature ---------------------- Date ---------------------------- 
Title given me by Michael a colleague who has self harmed. 
The author uses the title to include midwives as well, but is very aware of the different professional 
backgrounds. 
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Appendix 2 
a) Sample Interviews ("E. B. E" and "E") 
a) Debs ---- Initial E. B. E. 
b) Nan ---- Final E. B. E. 
c) Ro n ---- Initial "E". 
d) Flora ---- Final "E" 
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This is interview SI. 
Just before we start could you just give me a few details? How many years have you 
had contact with Psychiatric and other services? Just roughly 
23 years. 
23 years and you are a woman. 
Yes 
And could you tell me roughly how old you are? 
44 
44. OK. Now as you know for, what I am interested to learn about is what self injury 
means to you and how it has happened to you and what you think that nurses think 
about it. So firstly could you tell me what you think self injury means? 
Abusing yourself. 
Yeah. In what way? 
Em.. Cutting up. em definitely hammering your own body. 
Hammering your own body? Can I, if it OK, concentrate on one particular thing, 
cutting yourself up. Can you tell me what cutting yourself up means? What you are 
actually talking about? 
Em ... Using razor blades. Defacing your body because at the time you don't like your body. 
At the time you enjoy it. 
Yes would you say that you always used razor blades? 
Uh No, metal, glass, em 
I made an assumption that you did do it, and I have made the assumption because 
ti, at is why you agreed to talk to me. I am quite Interested in what you used, was 
there ever for you ever any idea that you had to use a certain object? 
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Razor blades 
Razor blades was choice? 
Yes 
Could you tell me why? Why razor blades? 
I suppose it was quicker and it cut better. You like Erm, you bled more. 
Was that important to you? 
It was. Em the more I bled the more I enjoyed it. 
Enjoyed is quite a strong word to use, isn't it? 
But that is how I felt at the time. 
When you said enjoyed, okay I just want to check that if at any time you feel 
uncomfortable with this just tell me to stop and I will. When you say enjoyed, was it 
because it made you feel enjoyable or it did something for you? 
It gave me a buzz I suppose. 
Em how would you describe it, what it meant for you? 
Umm I'd sit and wait and think about it for quite a while, and then it was like a like a hot 
feeling inside and when I was doing it I'd enjoy it and get a buzz from it. And then when I 
stopped I'd be really tired and go to steep. An afterwards panic struck and where are you 
going to hide it? 
Are you able to tell me when you started doing this? How old you were? 
22 
22. How old were you when you stopped? 
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Bout 31. 
That is quite a long time. Were you doing anything else that could be seen as self 
harming at the same time? 
I was abusing prescribed medication. 
Yup 
Also drinking. Overdosing. 
Prescribed medication or stuff you had brought? 
Stuff that I'd brought. 
You said quite early on, you have said quite a few interesting things, but what you 
said quite early on is that it made you feel better about yourself. Would you say that 
it is always true? 
When you are doing it, it made you feel better, but after you'd done it, you didn't. 
What contributed to you not feeling better after? Was it something that came from 
within or something external? 
I think both. That you got ashamed of it in case you got found out and also people around 
you that you have hurt. The people that you've promised not to do it again and then you go 
and do it again. 
These people were partners of husbands' friends? 
Parents, partner 
Was that the same partner that you are with now? 
Yes 
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So that partner has lived through that life? 
Yes 
Are you, in err ... your mind, sorting out what started it off and what, maybe, 
contributed to it? I don't want you to feel that you have to disclose deeply personal 
information, if you don't want to. There's no compulsion. 
Sexual abuse. Physical abuse. That's what started it. 
How old were you when the sexual abuse started? 
14. 
In your own mind now, and I can't remember, did I ask you how old you were? 
44 years old. 
44. Is that somebody at 44 speaking or were you sure when you were 22 that that is 
what caused it? 
I think, looking back, that's what caused it. But I was unsure at the time what caused it. I 
didn't realise, I thought that I was the only person that was doing it. I didn't realise that there 
were other people cutting. 
How did you feel when you did discover other people doing it? 
I felt better. At one time I thought I was very strange. I didn't realise, at the time, that other 
people were doing it. I didn't realise at the time that other people were OD'ing it but not 
cutting. 
Is there anyway that you in your mind that other people think cutting up in response 
to abuse is worse, the same, not so serious as other forms of self-harm? 
I think they thought it was not as serious. 
They thought it was not as serious? Were there any particular group that thought it 
was as serious or more serious? Don't say for example overdosing. 
261 
No 
So it was always fairly low key for them? 
It definitely was when I was in my twenties. Thinking back now I said that I was only cutting 
until I was 31,1 actually didn't stop until I was 36 years old. 
That was the last time you did it? 
Yes 
So you've been 8 years now? Roughly 
Roughly 8 years. 
You've Erm obviously been very traumatised, through no fault of your own. Did this 
lead to you having any contact to Psychiatric services? 
That's what started me with the psychiatric service 
The cutting? 
Cuffing and OD'ing at the same time. 
And you said that they didn't see your cutting as serious as your OD'Ing? 
No 
You said they didn't see It as serious, could you tell me how it came over to you that 
they didn't see it like that? I am quite interested in how nurse saw it actually. 
The made me cover me arms. They weren't interested in it. They were more interested in 
washing me out. Nothing was ever really said about it. 
Did that hurt you that nobody took any notice of this distress? 
Sometimes, then other times I thought I was just getting away with it, which pleased me. . 
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It is a strange thing to say that it pleased you, was it because you thought "great they 
are not going to ask about V? 
Nobody did ask me about it. It pleased me as one thing that they couldn't stop me from 
doing. 
You felt that it was a very controlling thing? 
Yeah if you like. I had control of that. I didn't have control any of the other things because I 
would just have been whipped away, and if you like em... punished. The cutting, they 
couldn't stop me from doing that. 
Was that because you tried to hide it? You made sure it was covered up? Or it 
wasn't sufficiently deep for you to go and have it sutured? 
Erm I could hide it. 
You said it gave you a buzz. Did the staff ever notice that you had these periods of 
being "buzzed-up"? If that ic '4he word. 
I think that they noticed that I would go high, but if they did notice, nobody took any notice. 
They didn't show to take any notice. 
Did anybody ever, was anybody ever the opposite with you and, cause you have had 
contact with services for some time. Would that be the same service or have you 
moved areas? 
I have moved areas, 
OK. Was that the same for both services? 
No when I was in my thirties, I moved to A B, they were the same in both services. 
And did they allow you to talk about it positively or were they rude about it? 
They were rude and positive. 
Okay what were the positive sides? Give me the positives first. 
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They would talk about it. They treated the cutting. They would ask me why I did it. I would 
have one to one Erm in, in private, like talking about it. 
Yes. Was that with a nurse? 
No that was with a Psychiatrist. 
What about the nurses? 
They would show you up in front of everybody. 
This was on an admission area or in the community? 
No, that was in the hospital. 
You said that they would show you up. How would they show you up? Could you tell 
me anything about that, without distressing yourself too much? 
Where I would try and hide it they found it and they would say it in front of other patients. 
Do you remember anything that they said? 
"How stupid I was. " "She is seeking attention. " " em... if you can't be trusted you'll have to 
stay with us. " 
Was this in a community meeting or something? 
It would be said in the day room. 
Day room. Did any of the nurses actually sit down with you and try and find out what 
it meant for you? 
No 
Did anybody try to understind how you saw your body and what you were doing to 
it? 
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I felt it was, people thought that you were doing it just to get attention. 
Yes 
That was how it came across. 
Can you actually remember anything that they actually said to you that gave you that 
impression. Did somebody say something specific to you that gave you that 
impression specifically? That you can remember. 
"if you carry on what will happen is that we will take you down to Accident and Emergency, 
get you stitched up. " Em .... when you didn't need stitching they would take you in the 
Medical Room and put bandages on you. 
When you used to cut up was that before the time that you could but sterl-strips and 
closures that people can have now? 
It was in the earlier days. 
Would it have made a difference to you if you could have got hold of them? Or was it 
very rarely that severe? 
I didn't care if it bled for so many days at a time. 
That is interesting cause we have gone back to where you started out really, talking 
to me, when you said that you'd had to bleed a lot. Could you tell me anymore about 
that? What it meant about how you saw your body? Was it important to you that you 
bled? How did you think about your body when it was bleeding all this time? 
I didn't care about my body. The more I hurt my body the happier I felt. 
And why did you want to hurt your body? 
Um ... cause I didn't like myself. Didn't like my body. Didn't care about it. 
Was that because it had been abused, repeatedly? 
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Yup!. People used to abuse me so I decided to start abusing myself. 
So for you cutting up was about taking it out on your body? I am just checking out 
that that's what you are saying. Was it about giving you a high or .... ? 
I used to get a high but also, I suppose, I used to think that I could cut the badness out. Cut 
the badness out. 
Cut the badness out? Let the badness out. Can you develop that a bit more at all or 
not? 
When people hurt me, when I was sexually abused I wanted them out of my body. 
Erm... (hesitates), you wanted them out of your body, was it then that something was 
flowing out with that blood? 
Yes, and ern ... sometimes I would see it as blood sometimes I wouldn't. But um .... there 
would be like a tingling sensation, just releasing. 
And that was good? 
That was good when I was doing it. 
You said that you were abused from quite a young age. They were the people 
known to you? 
Yes 
Did that carry on into your adult life? You were abused by people that you thought 
that you could trust? 
Both I suppose. 
Could I just come back. You have given me some really moving accounts of how you 
felt. Did any nurses at any point suggest to you any Ideas as to how they saw your 
body when they were dealing with you? 
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Not as they saw my body. I think they saw it as me being aggressive. But they never 
mentioned my body, no. 
Did any nurses ever make disparaging comments about your body in your presence? 
They would take the mickey sometimes in the earlier days. 
In the earlier days. Are you able to give me an example of that mickey taking? Um I 
mean this is in confidence. 
They would take the mickey when I was being supervised in the bath. Um.. basically saying 
that I was stupid. 
Did they ever try to provoke you? 
In the earlier days they did. 
Urn ... in any particular way? 
They would threaten to shave my pubic's. 
They threatened to shave your pubic's? Just checking that I heard that right, is that 
right? 
Yes. EmAhey would say that I had a boy's figure. 
Did you ever find out why they used to say such things? 
I think to just wind me up. 
Did you ever retaliate? 
Only on myself. 
Um was that just certain nurses? I mean has your entire experience of nurses been 
bad? Or was that just the early days? Or have you seen bad nursing in the later 
days? 
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I have seen more bad nursing in the early days than the later days. There were more 
nurses that didn't do that in the later days but there was some what did em.... In the earlier 
days there were more, really didn't care. In the later days, you would get some care. 
Did you feel that they understood self injury? even the good one, did you feel that 
they understood it? 
No. I did it and they never talked about it. 
Can I just ask a question that you feel under no obligation to answer? Do you still cut 
up now? 
No. 
Can you say at all why it stopped? Or did it just stop? 
I think its slowly stopped when I started liking myself more and working through the reason I 
was doing it. 
Do you like your body befter now? 
Yes. Occasionally I still abuse my body but not by cutting. 
With other things? 
With other things. 
One of the nurses, you said earlier on, made a comment about that I found quite urn... 
sad is not the right word, distressing. They said they thought you had a boy's body. 
Do you feel happier about your body as it is now because that must have been a 
statement that must have really hit home? 
It hurt at time, ern... but I also like that expression. Cause like em... I felt men wouldn't be 
attracted to my body. 
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And that made you feel good as you didn't want them to be attracted to your body in 
any way? 
Safer I suppose, not good safer. 
Safer. And you are happy with that now? 
Fortunately as I have got older my body has changed. 
Do you let men near it now? 
No. 
Is there anything else you want to say um... that I've not touched on. Anything that 
you think is at all relevant? 
I think that all through my self-harming, Erm people didn't understand me because of my 
sexuality. They seemed to blame it on my sexuality being mixed up. 
So you would not define your sexuality in a particular way or you would? 
I think I behave worse now, with nurses who know me. 
How would you describe your sexuality? 
I didn't realise at the time but I am a lesbian. It's took a few years to understand. 
And you are happy with that now? 
I am happy with it now, yes. 
Did that contribute, that conflict, did you try and play the game and be bi-sexual or 
heterosexual at any time? 
All the time 
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Yes and did that contribute to you cutting up and your feelings about your body? 
It definitely did after I got raped. 
Would you say that you have always been lesbian or the rape changed that? 
was, I was a lesbian. I knew I was different but I tried to cover it up. 
All these things were In your head whilst you were cuffing? 
Yes 
As well as cutting the poison out, or letting it out, or whatever it was that you 
described it as? 
There was a lot of things going round at the time. 
Did you think that the nurses understood that at all? Wouldn't you have told them? 
I wouldn't have told them 
Would you now? 
Yes 
And they accept you? 
I don't think they have any choice. (hurnour) 
When were you last admitted to Psychiatric services? Roughly? 
About 7/8 years ago 
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Do you still have contact with them? 
I do with the Psychiatrist but not with the nurses. 
And you don't miss them? 
Em... I did at first off but not now. 
Okay anything else? Don't feel obliged to if you don't want to. 
I'm not sure 
Is that a no? 
I've lost it a bit. 
OK do you want to finish now? 
Don't mind. 
We'll finish then thanks very much. 
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S. 9 
JR Right - this is interview with N, Before we start, this is just for the tape, 
could you just tell me roughly how old you are and roughly how long 
you've been self harming and how long you've actually been cutting 
yourself. 
OK, I'm 31, Erm, I've I've been cutting since I was 16 on and off, that is as 
far as I can remember, but that is the same thing as when I started self- 
harming. 
JR Is it the only thing you do is cutting? 
Erm, I've tried other things, but, you know, I've only really done them. 
About a handful of times, it's mainly cuffing. 
JR And your cutting brought you into a lot of contact with the services? 
Yeah. Erm, I think the first experience I had with the mental health service 
is was when I actually slashed my wrists and, my GP got a CPN, and then 
from there, I was referred into hospital. 
JR OK you said you'd cut your wrists, would you describe that very first act 
then, as an act of injury or an act of attempted suicide? 
Well the very first act of cutting was when I was 16 1 didn't actually 
attempt suicide 'till I was, 22/23, and that was when I sort of the self-harm 
was more a sort of suicide thing than an injury thing. The very first time I 
cut it wasn't just a self-harm it wasn't really any more than that for quite a 
few years. 
JR Can you remember any of the circumstances that you want to tell me 
about that that precipitated that act? 
What the first time I did it? Er .... I was in sixth form at school, Erm, and I think it was just, I'd been sort of looking back and reading diaries from 
when I was younger, I just felt that I couldn't communicate with anyone, 
and that just ... I don't know, I remember trying to talk to my best friend 
and I was trying to tell her how I felt and I didn't really say how I felt, why I 
felt and there wasn't a girl ... I just sort of felt isolated and frustrated and I 
couldn't communicate to her how it felt and just went and locked myself in 
the toilets. Erm, and did it from there, so I think it was probably needed to 
kill the pain or something. I don't know where the frustration came from. 
JR Do you know now what you were trying to communicate that you didn't 
know then? 
In some ways yes, and in some ways I can't really describe it because if I 
could I'd probably still wouldn't need still to do that. If I could find the 
words. Does that make sense? 
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JR Anything makes sense. You very kindly sent me some of your poetry and 
your entries, and the words, actually, you've used the words 
misunderstanding and trying to be understood and communicate, they 
come up a lot, don't they? (Yeah) and it's also that letting things out now, 
you're not the only person, I've spoke with and talked about this need to 
let something out in cutting. Are you able to tell me a bit more clearly, 
what it is you feel you're trying to let out, when you're cuffing yourself, or 
just before that. 
It depends really, cause I think, I don't know about other people, but I use 
it for a lot of different reasons. Erm sometimes it's to try to keep things in, 
sometimes, but when you're talking about letting things out, I think it's 
Erm 
... I suppose sometimes it's rage, and sometimes I just feel I want to 
get the badness out, that I feel that I've got inside. 
JR Erm, so there's two things. You trying to keep it together, keeping yourself 
together and at the same time it's contradictory, wanting to let the 
badness out. Do they happen together or are they at different times, 
would you say? 
It's hard to think about it in this frame of mind because obviously when I'm 
in the frame of mind when it's about to happen, I'm just in the emotion, I'm 
not thinking as such. Sometimes I'm thinking about things but that's more 
like a build up to it. It's like there's a time just before that I couldn't tell you 
for instance what I do or what I think where I start, so it's hard for me to ... just repeat me the question. 
JR No, you're doing fine. I asked you, if there were times when the two things 
happening, you were trying to keep things in and let things out at the 
same time, or whether they were different incidents. 
Right, OK I think sometimes it serves both purposes but as to whether or 
not I do it for both reasons I don't think so, I think it's more one or the 
other, or, or in fact, more reasons, it's just not down to those two. For me 
it's probably down to five or six reasons why I do it. 
JR Have you, you talk about; you indicated that there was like a cycle of build 
up which a lot of people have said. How long did that period last on 
average? 
Erm. Sometimes I wake up in the morning and I know if I'm going to cut 
that day or I know I have to fight not to, I'm going to have to really fight 
and I know that within half an hour of waking up I know that. Other times I 
can be having a fairly OK day, and something will trigger me off or I'll feel 
like I've just switched and I'm just not, not in my own body anymore and 
sometimes that can be quite quick, the quick thing. So it depends really. 
But as I would say, the point in time from being able to say no and 
actually doing it is usually quite quick, I would say sort of within 20 
minutes. 
JR And, and after this has happened do you feet anything in particular? And 
if so does that last for any length of time? 
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Normally, I feel quite sort of ... again I think it depends for what reason I've done it, but most of the time there's quite a sort of high that goes with 
it. It's not that you feel drunk or stoned, it's just Erm... I don't know, it's 
just quite a euphoric feeling really, just tingly and , floaty, and numb and really like wrapped in cotton wool. 
JR Is that nice, what does cotton wool mean to you? 
Sometimes it is nice, sometimes that release and having met that need is 
what is nice about it. And most of the time it doesn't hurt, I don't feel it 
until I'm more grounded again. Erm, so yeah, most of the time, it's a nice 
feeling but sometimes it does, it does make it makes it inevitable that 
things will go on from there. 
JR The nice feeling and the feeling that it is over for this time, how long does 
that last for you? Before you can almost feel a slight build up again. 
Well, the sort, the sort of of floaty feeling, might last a few hours, two or 
three hours Erm and then for a couple of days I might not feel I want to or 
need to do it again. Erm, but I'd say over the last sort of, 6 months, Erm, 
you know, I don't know ... I'd say the longest I'd gone without doing 
something is maybe ten days unless that's not because it feels nice for 
those ten days that's because it stops hurting for two or three and then ... like I'm fighting for seven. 
JR Are you OK at the moment, (Yeah) are you sure? (Yeah) When, that 
release you'd described again what quite a lot of other people have talked 
about. So you have two days you feel like 'OK-ness' if you're lucky and 
eight days, if you're lucky or unlucky depending how you feel about it, of 
baffling because it's obviously something you don't like doing, but you 
have to do. Would you say, I mean nobody I would imagine would actually 
like to do that to themselves, would you say that at all some of the 
pressure that you put on yourself, is put on you by people around you? 
You feel you've got to look after them. Yeah, I think that's ... there's no two ways about it really, and I don't blame them for that because I think, if 
I were to be on the other end of it, and somebody I loved and somebody I 
cared about hurting themselves to that extent. I would try and do anything 
I could to stop them, and if that meant, you know, almost trying to force 
them to not do it for my sake, then, I would do that, and I've said to my 
partner that you know sometimes I don't do it and I don't do it for her 
sake, but I have to be ... I think those times that that happened, I'm OK 
enough not to have done it that day anyway. Do you know what I mean? I 
think yeah, I think there are days, when definitely, thinking about other 
people helps to get you through that day without doing it, I don't think it's 
the only factor. 
JR Does it work? 
Does what work? 
JR Thinking about other people. Have you ever had a time, this is quite 
interesting point which come to as, as you were speaking, have you ever 
had a time at all, when you've been through a sort of cycle and actually 
thought of thinking about, say your partner you suddenly thought, I'm at 
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the end of it and nothing's happened? Or is it just that, oh, I don't know ... has that happened at all? 
Well it's strange actually, because, when I first used to do it, years ago, 
when I was first with my partner when I was doing it, Erm, it was, it was, 
something that wasn't talked about, there was no two ways about it, she 
was not going to accept it, end of story, Erm, she could just not handle it 
in anyway, shape or form, and even this, this, because I went without ... a few years of not actually self, well, of not cuffing, and so when I started 
doing it again, she just sort of had to face the fact that this is just 
something I do, in these times when I'm more acute or whatever, however 
you want to put it, and so this time round she's gradually tried to 
understand it and she's tried to talk to me about it and she's tried to find 
out through books and stuff about it and so now, we've got to the stage 
we've tried different things on how we can deal with it together and for it 
not to come between us and we've got to the stage where we've trying 
that she knows I'm not going to not do it, but if I do I have to tell her I've 
done it. And so, always, in the back of my mind or in the front of my mind 
or somewhere, at some point it will occur to me that if I do this, I will have 
to tell Alison, and that's got it's own consequences and it's own stresses 
and it's own difficulties, so, it works to a point, but, I have still cut since 
we've made that agreement. 
JR Right, so there's never been a point, if you like, you've come through the 
battle, I think when you asked me before we turned the tape on, how did I 
get interested in that ,I think it was this sort of cycle that first interested 
me, and then somebody feeling, and I noticed with this woman who I'll call 
Kate, erm, that she was very, very different after. She ... before the cut 
she would become like, withdrawn, introverted then she would actually 
become very, very aggressive, even abusive, her voice changed, her 
dress changed, immediately afterwards she was very much a little person, 
a little girl, and then, she was this, I think in some ways somebody, 
described it as a rose, I think it was that book, ul never promised you a 
rose garden", or something, and she was a bubbly person. It wasn't that I 
disliked the one and liked the other, but I could see this cycle and then 
you've been describing it as feeling warm, wrapped in cotton wool, a bit 
like being 'stoned'. I was interested if whether you ever got to that point, 
to the cotton wool, if you like, without cutting yourself. Do you ever 
remember a time? 
Erm, not naturally, no. Not un-chemically. 
JR That sort of thing that's come out in your poems and your journals, now at 
the time you did cut yourself, (can I just ask a question that you don't 
have to answer? ) do you cut anywhere on your body or any particular 
area? 
Yeh my arms, I have done my legs a couple of times. 
JR You've described very vividly what, what you do to yourself. In that period, 
presumably, in that period, and I'm quite interested in this, a lot of people 
have talked to me about it, they said variously different things about how 
they see their body, and earlier on you said it keeps things in sometimes it 
lets things out. People talk to me about letting out poison and all these 
things, how do you see your body when you're cutting it? 
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Just as a tool really. As Erm, Erm, I don't know, I suppose I was going to 
say almost in a detached way, but I suppose sometimes that's not true, 
because sometimes it's very personal, it's very much about wanting to ... Erm, sorry. 
JR Do you want to change the subject? 
No, it's alright. 
JR Please say so ... we'll leave that one. 
Yes, Yes Please 
In your, one of your entries, you talk about holding you, fragile, you've got 
one here, 'I hold you fragile in my fist' ... Is that you as a person, there? 
No, that's the piece of glass. 
JR It's the piece of glass. 
Yeah, at the same time, I think, at the same time it is almost like, I'm 
holding a part of myself, Erm, but in that instance it's a piece of glass. But 
a piece of glass isn't fragile, but I am. 
JR I wondered if it was some part of some, tender part of you. And the 
reason I was thinking about it was, is that a part of you, I don't want to get 
too psychoanalytiGal here, is that, is that this liftle part of you that you're 
trying protect? 
I think there's various 'me's' that I'm trying to protect. Erm ... so yeah, yeah. 
JR Do you always use glass? 
If I can. 
JR You always have done? 
I always have done, but recently I've started using razor blades because, 
might sound a bit twisted, but, erm, you bleed easier and more with a 
razor blade, but afterwards it doesn't feel quite as bad. 
JR If you put a bit of distance between what you've just talking about, that I'm 
aware caused you some distress, I quite like to sort of come back to the 
blood bit if you say you're feeling better in a bit, can I sort of (she coughs 
over the word) come back for a bit a bit, to the kind of encounters you've 
had with nursing staff in that state? Were there any nurses who, Erm ever 
looked beyond what you were doing to ask you how you felt about 
yourself and your body? 
Yeah, Erm, but out of all the nurses encountered me in that state, there 
was literally two. One when I was first admitted into hospital, about 8Y2 
years ago, but even then it wasn't something that we ever went into. It's 
more that that's sort of lead to, feelings about having been abused, so 
then they can focus more on the abuse as opposed to the self-harm. But 
this time in, my key worker, is the first person that's ever actually tried to, 
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understand it with me and seen past it, like you say, and not just Erm, 
judge me for it and you know, reject me. 
JR Would you say that, by you saying not just reject me, that's told me that 
the attitude that you're still getting is that you define yourself as a current 
user of services? Erm, you still get bad attitudes? 
Yeah, it's not so in your fare as it used to be. However, there was a male 
nurse in the hospital, who just one day he walked into the bathroom and 
I'd cut myself and was bleeding quite badly, that time, and then he just 
opened the door, looked at me, tufted and walked back out again. So that 
was quite obviously in your face rejection and whatever else discussed, 
whatever. Whereas now, it more that, it's more a vibe that I pick up, like 
for instance, there's another nurse at the day hospital and she had to 
dress one of my wounds and it was just very sort of awkward and she 
didn't really speak and she was just very sort of clinical about it all. Do 
you know what I mean? And that felt just as bad really. 
JR Some of the work that's been done around nurses, about how nurses 
communicate one of the interviews I did very recently with a nurse in 
A&E, I was picking up on some of the things that people like yourself had 
said, and I asked her a question about the symbolism of the bandage, 
and she looked at me and said "well, we don't bandage cuts anymore, 
and I sort of took a step back, and said, well actually no, I meant it as 
symbolic", and she couldn't see it at all. Have you had experiences with 
nurses whove dealt with you, practically and have given you some idea, 
that, although actually feel that this was part of a healing process? Have 
they always been cold and clinical? 
Erm, I would say, Erm, I mean a counsellor is a bit different, I would say a 
counsellor, if you, about two three years ago, on and off for about two 
years and she was more like that and I think a key worker, but other than 
that. No one ever mentioned it, if anything. 
JR In your poetry, you are pretty hard on your own body, would you like to 
see nurses understanding more about who, sooth your body, not sooth 
cherish your body without being invasive? 
Yeah! 
JR How do you think they could do it? 
I don't know, erm, one time, I'd, I didn't actually self harm as in cut, but I'd 
smashed up a room and in the process I'd cut my finger quite badly and 
there was blood all over the place. I'd slit my hands really terrible and 
Erm, and my key worker just washed my hands, washed my hands for me 
and patted them dry and just held them for a minute and turned them 
over, and that for me was just like, I didn't want to took very well, so I 
pushed her away and felt like I was going to burst into tears and I just, 
sort of, you know, the hard shell came back on, but that was the only 
really, Erm, how can I put it, comforting thing that had ever happened to 
me after having cut myself from any professional. Even if something as 
simple as holding your hand ... I don't know, just, just some form of 
positive communication whether that be verbal or tactile or just to sit with 
you, or, I don't know. 
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J Does that mean by definition that you're saying that in 2003, that is 
something that still doesn't happen? 
Well, I don't know really, but it's the first time I ever come across it. So it's 
only ever that one person. 
J That one person. 
So you're very much in the community much more now, you don't use the 
in-patient services much. So that's relatively recent and your still saying 
that there's a bad attitude? 
No! 
J A failure to understand what you need? 
Yeah. That's more it. 
J What do you think that's about, do you think it's lack of training, do you 
think it's ... 
I think part of it it's just on a human level. Obviously training, and 
education will never harm anybody and so that's mostly the starting point, 
but I think it's on a more human level, I think, that the professionals 
involved just at a human level are often disturbed by it, or disgusted by it 
or shocked or they just can't conceive it, do you know what I mean, it's 
just more probably on a human level, I think. 
J And all you'd want is a tuning into negotiating with it's OK to touch you, or 
like you said, this particular nurse just turned your hand over and patted 
them dry. 
It was my key worker, yeah. 
J I used, I used to be to be quite a huggy person, but when I started 
working alongside women who'd been abused, I fell back from that 
because I thought that was the right thing to do, but, presumably, you 
would be able to tell the difference between me doing that and me saying 
two' 
Yeah, and I think as well, being tactile with people who have been 
abused, or not, some people have a problem with it, anyway whether 
they've been abused or not, but, you know, sometimes in a ... that really is what we need and so creating that distance because that's what you 
think we need. It doesn't get either of us anywhere if you see what I 
mean. Erm, I've probably strayed from the question, I'm sorry. 
J No, no. it's fine. 
I'm just interested in ... You see you're my last interview and these have been over a period of several years and I keep hoping that things are 
different I guess. 
I would say erm... 
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J You don't have to reinforce my thoughts. 
No, I would say there's more awareness of it, definitely and it doesn't feel 
so much like it's hidden under the covers. I think it's still got a lot of stigma 
attached to it, but even like, my partner, this time round, like n, six months 
ago she was still at the point where she didn't know how to handle it, and 
she didn't ... part of her was wanting to comfort me and part of her was 
really angry at me and she didn't know what to do, with that, do you know 
what I mean? And, the major breakthrough really was that she was 
studying on this counselling course, and they were looking at self-injury, 
and there was a passage from a book called, 'Bright Red Scream', I think 
it was. And I read it, and I nearly cried with relief, this is everything I've 
tried to explain to her about some of, at least of what goes on and why it 
goes on, and I think that was a turning point for her to stop trying to stop 
me as well. Do you know what I mean? Because understanding it more, 
she understood therefore that she's got no, she's in no way going to stop 
me doing that, because it's far too complex for one person to sort out. I've 
got to sort it out with whatever support and resources I can, you know, it's 
not down to her, so I think educating people would be a good start, but, I 
don't know how much that goes on, like I say, I don't know because I've 
only come across it this year and with one person, but that doesn't mean 
that it's not going on, with the professionals, you know, trying to progress 
with it 
J Do you, this is quite a pointed question, do you believe in you will stop or 
do you dream you'll stop? 
I hope I stop, Erm, and I think I would have been more hopeful except that 
I did go four years without cuffing and I went back to it, and even when I 
first went back to it I tried to convince myself it wasn't any use anymore, it 
didn't do ... it wasn't doing what it used to do, but it was, and if there was 
anything else that could do that same thing that was less horrible, I think I 
would do it. But unfortunately there isn't, and that's why I keep doing it, so 
as to whether or not I stop, it's more a hope than anything else, I'm 
certainly willing to keep putting the work in and challenging myself, 
definitely. 
J Thank you. 
Erm, while you were talking I was erm, listening to what you were saying 
about the nurses, have you ever heard nurses or have you had said to 
you by nurses, have you had any explanation for why they think you're 
doing it and what they think you think about your body. What I'm trying to 
get at is, have you ever sort of basically been analysed and not been 
consulted on the analysis process? 
Erm, as far as I can remember, I haven't ever really had any professional 
look into myself, with me as a an issue. Do you know what I mean? Its not 
ever been self harm... 
J It's peripheral to another label. 
Yeah, it's almost like, when she does that as well, it's another symptom 
we can tick off to put her under this bracket or wherever. 
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J How many brackets have you been put under? 
Erm, I was very first treated for clinical depression and they were saying 
something about an emotional disorder of some sort. Erm, I've also been 
diagnosed with severe anxiety, Erm, but it wasn't until this year that they 
put me under the bracket of borderline personality disorder, sorry, 
emotionally unstable personality disorder as it's now known. 
J Your voice dropped, but there's almost a cynical bit there. Has it changed 
your treatment now you've been labelled so called personality disordered. 
Yeah, I think, but I think it's been quite positive, which is why I suppose 
part of me wants to embrace the label because not only does it answer a 
lot of things in my head as to why I'm still like this, being an intelligent 
woman through various stages of therapy to still be where I'm at didn't 
make any sense, and having a label made sense of some things but, the 
ways is it's changed my treatment is that they're not just treating me for 
depression and anxiety because they weren't my only symptoms and 
that's what I couldn't make people understand, or I was trying to tell them 
about and I wasn't explaining it well enough or for whatever reasons, I 
was only ever getting treated for those two symptoms, and so I think it's 
changed my treatment in that they're looking beyond that now, they're 
looking more at other symptoms and behaviours and attitudes and they've 
changed my medication, they've referred me for this Intensive dynamic 
therapy . 
J The only reason I was querying it was not because I in any way wanted to 
suggest that it's a negative for you, I particularly think that people like 
Louise Pembroke whose so scathing about the borderline personality 
disorder thing like. 
Yeah, I think I've come across both schools of thoughts on it really and 
partner for instance doesn't actually believe in it as such as a label which 
causes (both talk together) but yeah, you know, I can see the pros and 
cons. Its ironic really. 
J I suppose it is because I'-e always stood back because whenever I've 
encountered personality disorder from nurses, I feel that so often well, 
what more Gan you expect, she's got a personality disorder. And that 
maybe really, really is like what you were saying about not looking at why 
you do it. 
But I think even that's changed now. People especially with Borderline 
Personality Disorder because the word borderline itself makes a lot of 
people think that well maybe she has maybe she hasn't got one, but it's 
between psychosis and neurosis isn't it? 
J That's how it started out. 
But, I don't know, I think ... I've lost my train of thought. 
J I think ... no, but you're right on it actually. I think they've changed the borderline now to this unstable. 
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I think a lot of it is because of that. 
J Do you want to stop there? (No, it's afright) I think they've changed it 
because of the instability. Where as when I started out it was between 
psychosis and neurosis. That's it, we've looked at that! Would you feel at 
all more comfortable coming back to the physical bit? 
Yeah. 
J Is that Ok with you now? A lot of your writings and other people's writings, 
have dealt with, you talked in a lot of detail about blood, and what it 
means and obviously, there's a lot of it around, and for some people it is a 
lot, for some people there isn't. Have you any thoughts on what your 
blood means to you? 
Again I think it depends on the reason why I've cut in the first place. I 
think the reason, first of all like, I personally feel like I need to bleed 
before I stop is because, 99% of the time you don't really feel much of 
anything while its happening. And so you need to see the blood to know 
it's been done. But it's partly, partly it does feel like the actual blood is 
bad blood coming out, so it gets rid of some of the badness, Erm, some of 
the time it's like, it's almost as if it's like tears so it gets rid of the sadness, 
Erm, sometimes it's just different emotions, or sometimes just seeing 
blood will stop the thoughts because that's the only reason why I do it, is if 
something triggers me, I can feel myself sort of losing myself so that I 
don't have a flash back or whatever, then I'll do it then to answer that and 
at the same time it just seems to bring me back down to earth. 
J So those thoughts, like you said would be flashbacks to some experience 
that I don't want you to talk about, but it actually functions to stop the 
flashbacks. 
Sometimes yeah. 
J Does it ever trigger a flashback on its own? 
Erm, no. Sometimes if I catch myself, you know, when I see the cuts and 
scars or whatever, that might trigger a slight flashback, but it doesn't ever 
trigger anything. It might, sometimes intensify for a while what I'm feeling, 
like if I'm feeling angry then before I've stopped I'm feeling more angry. 
J Do the cuts get worse or do you just let it bleed? 
It depends. On what I've stopped at that point. 
J I don't want you to get too graphic about it, but you've written about it in 
your poetry and other people have. Is there any link between the depth of 
the cut or what you do to the cut? That's related to the rawness of the 
emotions or sometimes is it just that... to someone who doesn't cut 
themselves, is it a nick or sometimes do you actually have to do more. 
Yeah, yeah. I think there are externals to it, depends on how intense 
things are at that time. It's something I'm trying to teach myself and this is 
something me and my key worker have come up with is, if trying to be as I 
were, as possible about what I'm doing, whilst I'm doing it and that's reallyJ 
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hard, because, obviously, when it's happening or not you're in a place of 
great awareness, but for instance that's why Erm, like I might, Erm, make 
a razor blade more accessible than a piece of glass because, Erm, the 
after effects aren't as damaging and, sorry, I've lost my train of thought 
again. 
J Yeah, it's what you use and whether you do (talking over each other) Do 
you ever bleed so that you have ... I mean I've met it before down at the ### where you don't stop until they are fairly sure they've bled a certain 
amount or they've completed a pattern or is it not like that, it's ... 
I've never got a pattern, no, Erm, Erm, (both talking again) 
J I'm aware I'm treading on difficult ground here ... Erm, just briefly, and I think give you some space, then what about your family? Do you still have 
any contact with your family? 
Yeah, yeah, my mum still ... 
J How do they deal with it? 
Erm, they try ... I mean they're aware that it's happening, because, I think 
something I've realised is that by hiding it I'm just reinforcing secrets and 
lies and that's something that isn't healthy. So, they are aware that it's 
happening, but I'd say really it's only my eldest sister who actually talks, 
to any degree with me about it. The others know it's happening, like, my 
other sister's quite sort of, she doesn't mean to be judgemental, but she's 
like, 'Oh, that one looks quite recent doesn't it'? So she tries to tell me off 
almost, when there's my eldest sister tries to understand a bit more about 
it, and I think my brother just finds it, I think he finds it very sad. That's 
what I pick up from my brother so he doesn't like ... I think it upsets him. Erm, my dad doesn't know because he's on the other side of the world 
and my mum, Erm, either pretends it's not happening or doesn't discuss 
it 
J Has dad always been on the other side of the world? 
NO, that was about five years ago. When he left to go to Greece. 
J Would you say that your self-injury stems from an abusive situation? 
Erm 
J Or not? If you don't want to answer it Please don't. 
I don't know if I can answer it. Purely because it's difficult to pinpoint. I 
think it was an accumulation of abusive and difficult situations. Than I can 
actually pinpoint. 
J That's been really, really helpful. Is there anything else you want to add? 
Not really no. I wish I could have answered you on that body thing cause I 
know it was a part of, you know what you're trying to do. 
J No, that's fine. Shall I turn the tape off now? 
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II 
Yeah! I 
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Interview NI 
My name is R. I'm nearly 53 years of age, 53 in a few days time actually. . I've been in nursing for, I have to pause and remember, but I think it's about 
28 years altogether if you include time spent in education and quality and 
research. Erm.. would you like me to be more specific, just check that? 
I just want to know roughly the amount of time you have had patient 
contact. 
Erm.. yes. The amount of clinical contact that I have is more limited recently 
although I do see patients every week. In fact I don't draw distinction 
between work involving quality with the patients and the clinical work, since 
every communication with the patients is a form of clinical work. Were there 
any other basic details that you wanted me to give you? 
No. Just to say that this is interview one. 
Fine 
Right R, we have had an introduction about what I would like to just 
chat to you about. To reiterate that this only going to be used for the 
purposes of my Doctoral work and will be presented anonymously and 
only certain transcriptions will be used, and you'll be welcome to have 
them back when I have finished. 
Thank you. 
What I am interested in R, is deliberate self injury in the absence of 
suicidal behaviour. Could you tell me as a practitioner with many, 
many years of experience how you see the act of self injury? 
Well my answer maybe rather complicated because of the research project 
that we were both involved in, and I'm now going to ask you a question here, 
you want my definitions of self injury do you? 
I 
I want what you think is happening to the person. Particularly of any 
experience that you have had recently or in the past of , in particular 
but not exclusively, women who self injure. How you describe what 
they do. 
Well, Erm.. l am aware that probably you and most people see self injury in 
terms of cutting or Erm.. something to do with marking the body or 
swallowing items. All sorts of things come to mind like somebody attempting 
hanging, suffocation, swallowing foreign bodies, inserting objects say 
vaginally or anally. However, for me self injury is more about a way of life 
and in the broadest sense because the words self harm might be more 
applicable than self injury. I think that it is helpful to see that all of us are 
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capable of having the potential to harm ourselves in some way, and it could 
be argued in Western society that all of us do and possibly other societies as 
well. 
So ... I suppose one of the things that I tell myself , but don't necessarily follow in practise, is that I have my own self harming behaviours, some of 
which I have tried to change like over eating or over working. Erm.. and 
whilst I think that, it is necessary to be realistic and there are certainly people 
who injure themselves in such a way, that most people wouldn't do that, and 
they may have very specific form of distress, in some ways it can be helpful 
not-to see ourselves as nurses as so different people, patients who self 
injure. 
That's lovely R, Could I pick up on a couple of things? I am quite 
interested in specific self injurious behaviour like you described 
marking the body. I am particularly interested in that. I think that I was 
impressed with your being so honest enough to talk about yourself. 
Yes 
I have no wish to know whatever you may do to yourself, but you are 
clearly a person with a lot of insight. So when you are confronted with 
somebody who is self injuring, have you confronted women who self 
injure? 
Yes certainly in the past. 
OK. What did you think, and how would you describe as a practitioner 
and as a carer, what they were doing? What language would you use 
to describe what they were doing? 
Right. Well I think my, the language I would use would be fairly complex. I'll 
give you an example, which I have already told you about informally. 
When I was a charge nurse in a therapeutic community, about 20 years ago, 
just over 20 years ago Erm ... this particular incident happened, there was a 
young women who was very distressed and she described a great deal of 
emotional abuse, and I think it is possible that now a days she would have 
described other types of abuse, but we were less aware of things like sexual 
abuse at that time. She would repeatedly cut herself and also dress as a 
small child and carry a teddy bear around with her. And at the time we didn't 
relate very well, I didn't always perhaps communicate with her very well. 
One day she cut herself, and I was so angry that I couldn't bring myself to 
say anything and I laid up a suture trolley and I gave first aid, I just couldn't 
bring myself to say anything. Then later, fortunately, because it was a 
therapeutic community, as far as I can remember I was able to look at that 
and apologise. She referred to it in one of the groups. I suppose I have 
tried to be aware of how people who self harm make me feel, but it tends to 
be, I think, in retrospect, when I have a little time to reflect. 
I can give you another instance of behaviour, or I should say of a person 
who behaves in a particular way, and this is more recent it was perhaps 
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about 7-8 years ago on the therapeutic community here, maybe a little 
longer where another young woman who was behaving in ways that were 
not only self injuring and they were injuring others, but it was hard to 
separate the two. She had been smearing faeces, I'm not sure if she was 
that day, and clearly, I see that as, not a form of self injury, but as harming 
herself as well as other people and she was trying to smear blood on people, 
as far as I can remember. There were a whole lot of very chaotic 
behaviours. We had a evening meeting and it was about 9 o'clock, and we 
were all delayed going off duty, and I had a loads of incident forms to fill in, 
and I just said in a fairly light-hearted way "bloody hell, I think this is going 
too far! " The other residents were astonished and they laughed, and this 
young woman laughed. I think that she realised that we were at the end of 
our tether and we didn't know what to do to help. I think I said, "I just don't 
know what to do". 
Erm-that's another thing that I think is important, that we should be honest 
that we don't know what to do. And as you know there is much writing about 
therapeutic engagement, forming a therapeutic alliance. I am thinking in 
particular the work of Kingsley Norton and The Henderson, who has 
written about the importance, of cause not, all people who self injure have 
personality disorders, but he is referring to some people who have 
personality disorders who may self injure. So often one has to spend so 
much time building up that alliance and being honest about what one can 
and cannot do I think? 
I think that if I was back in the clinical area in every day practised that is 
rostered on the wards instead of having the luxury than just popping into the 
wards more or less when I feel like it, I would probably feel very different 
about self injury, it's a little easier for me to be objective. But, I have been, as 
I think you know, a very close friend of, of a man who, who eventually died 
who I don't think he would agree with me if he knew that I was describing 
what he did as self injury, but I see it as 
self injury, as self harm. I have that perspective. Stop me if I am rambling or 
if it not what you want. 
No not at all. I would like to pick up on a couple of things. You have 
made some very honest statements like "bloody hell I think that this is 
going too farl" 
I am pleased to say that was having some humour in it, even if I was 
somewhat angry. 
How do you feel about that person, how they used their body, I am 
particular interested in the cutting because that's the area that I am 
interested in.? 
Yes 
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You mentioned that this other person smeared other people with blood. 
Presumably her blood? 
This was menstrual blood, so she didn't actually cut herself, I think that she 
has cut herself at some stage, but she doesn't appear to have in this unit. 
Either if she has it's been uncommon, as far as I know anyway. 
How would you describe these acts of deliberate cutting, I am thinking 
in particular in the way that Arnold thinks about cutting and self injury, 
how would you describe what you think they are doing? 
I am not very familiar with Lois Arnold's work, although I did glance at one of 
her books as a reference for our paper, but I see, now this is being 
subjective.... 
I am very happy about that. I want what you feel about it 
What I feel is that people are desperately miserable Erm.., they hate 
themselves, they may hate other people and often I find, for very 
understandable reasons. Hating other people that is, and they, they don't 
value themselves and the may value their body in some ways but in some 
ways I see it as someone, I am thinking in particular about the second young 
women I described who was here, not seeing ones self as hateful and 
horrible and of certainly abuse springs to mind in both of those young 
women that I have mentioned, although as I have said, in the first case we 
were far less "Au fait" with issues of abuse say in the late 70's than we are 
now. When I say au fait, I mean aware of it at least, I'm not saying that we 
are au fait with, with working with these people. 
I would like to pick up R, on what you were saying. Because, I'm not 
sure but I am getting a picture of someone who thinks a lot about what 
they do and how they practise and it would be a judgement to say a 
caring person, although I know you personally so I have my own 
opinions on that and they are very positive, but what I am quite 
interested in is what sort of words you would use about what these 
women are doing to themselves when they mutilate. 
Yes. Before I start I would just like to say that I don't feel that I have always 
reflected, I think that it is something that I have developed. Certainly I didn't 
in my training or early career perhaps, very much. In answer to the 
question, what is your question again, "what are women who self harm 
saying? " 
No, how would you describe, what words would you use to describe 
what they are doing to their bodies. 
Right 
What sort of things would you think of? I'm not at all interested in 
judging you in any way. 
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No, no fine, well first of all, before I answer that, I am very aware that I am 
speaking about women as a man and so there are issues here where I can 
be seen as sexist and chauvinistic, and I don't feel that it's my place, if that is 
the word, to actually say what women feel, and I tend to feel that in practise 
as well as research what I am interested in is peoples own perceptions. 
With those provisos, I feel, about what they are doing to themselves, I 
suppose I feel do they realise the effect on me, if I'm honest. Do they realise 
what it is like to be a nurse in this situation? This is what I have thought. If 
only, and I have said this to people, if only you were able to call a crisis 
meeting, come and see us, Erm ... can we find some other way of enabling 
you to express this, this hurt in a way which doesn't harm you. I am not 
quite sure to what extent I have said that but those things spring to mind. I 
must be honest, I think that my own feelings about it get into it and of course, 
actually in the Therapeutic Community, to my surprise, I became competent 
enough to manage the physical care although I am a terrible General Nurse, 
really! I did find that with some people I managed to respond fairly 
positively. Now this is interesting it's occurring to me as I may feel more 
anxious and. more angfy if women self harm than if men do, which appals 
me really if that's the case. I am just thinking aloud here, I am not sure if 
that is the case, but I remember there was one guy who would go do to 
Spaghetti Junction and he'd cut himself in the sign of the cross a number of 
times, and go into a fugue and my memory of this, I'm not sure if it was his 
memory, but I could remain relatively calm. With this particular woman in 
the same community, the woman I described first, I was more likely to feel 
angry. 
Could I just ask, if it is possible, to develop that, because I feel that it's 
quite important. Was it because it was a woman's body with all the 
things around women's bodies that society has, or was it, Well, I don't 
know? 
Well I am not consciously aware that it was because a woman's body was 
involved. That may be the case but I am not aware of it. As a gay man I 
might see that differently to how a heterosexual or a bi-sexual man would 
but, I don't know that that's hypothetical. I have never been aware that that 
has been an issue, it might have been. I think that one thing that has come 
across to me is the awful abuse, thinking the second young woman, I don't 
want to give details that might infringe confidentiality, but just to say that the 
person who abused her derided her ethnic origin and was not. Erm... of the 
same ethnic origin, and that I thought was terrible. I think that I have 
sometimes, not always, I have felt angry, but sometimes I have felt choked 
up by what people have said about how they have been treated and it has 
reminded me of the way I have treated people myself when I was younger. 
So it has had sort of resonance for me. I have sometimes, (please stop me 
if I am not answering your question), sometimes I have felt powerless and 
impotent. I have wanted a nice therapeutic communi! y where everyone sits 
down and talks in a nice middle class sort of way and has cups of tea and 
feels better for my own self gratification 'where something can be solved 
relatively easily. And I suppose I have not minded if somebody has cut 
themselves and then would have been able to you, you see this is all my 
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own needs isn't it, the wish to have everything functioning in a way that I can 
manage, people expressing themselves in a way that I see that it is 
appropriate. Nurse Ratchet springs to mind in One Flew Over The Cuckoo's 
Nest! I can be very controlling. I certainly was 20 years ago in the 
Therapeutic Community with this young woman that I wouldn't speak to on 
that occasion. 
You, you seem to judge yourself quite harshly, and you mention power. 
I'm not sure if you are aware, but if you are that's fine, but a lot of the 
accounts by women who self injure speak about self injure as a means 
of redressing power, they have power over their bodies. Is there any 
sense, and this may be a leading question, is there any sense in which 
that has the, opposite effect for you as a nurse? 
Well think that is true, but I am wondering whether I have ever seen women 
as, or indeed men, as having more power over their bodies. I have in one 
sense, particularly influenced in the writing of Kingsley Norton, if people are 
powerless they need to have that power in some way. I am going away from 
your question, Erm.. sorry... Yes, Yes I think that is a good point, I think that 
nurses in some situations, it may be that particularly in a unit that is secure 
or locked, people feel that the only way that they can have any power. But, 
on the other hand I see it that it actually reducing people's power. It makes 
me aware of how powerless some people are. 
Does it make you feel powerless at all, as a practitioner? 
Yes is does. Because, I find that Erm... again this could be sexist, That I find, 
I have tended to find I think that women who cut themselves, and these have 
usually been young women although I can think of a woman in her 50's 
actually who used to harm her self a great deal, not that she was cutting she 
would bang her head on the wall, I find it much harder than if men self harm. 
It may be because I am a gay man. Erm.. perhaps, who knows, there is a 
certain amount of sexual attraction, I tend to feel that I can feel, in the broad 
sense, sexually attracted to men who tend to act out in different ways, as 
was the case with my friend who self harmed. I am being terribly honest 
here.... 
You are and I can assure you of the confidentiality of this. 
I'm not even sure if this is the case, I am thinking aloud and the things that I 
am saying may be nonsense, but it's just occurring to me as I am saying it. I 
don't know why but I have tended to feel more powerless working with 
women who self harm than men who self harm. And what has occurred to 
me, and this happened in the Therapeutic Community here, was that I could 
be perpetuating the abuse that women who self harmed, and as far as I can 
remember, all the women who self harmed had experienced some sort of 
abuse in the Therapeutic Community here. I might be perpetuating the 
abuse by t! ying to enable them to say what they wanted to say about it, t6 
enable them to express feeling safely. Particularly in a group situation, I 
have had images of, not perhaps quite rape, that would be an exaggeration , but of sexually abusing. That I myself am abusing as a man, but, and I have 
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been aware of the great, great need of sensitivity, and I have experienced 
that, with a few women in the Therapeutic Community. 
To give an example, am I keeping to the question here, we had a young 
women who we admitted when she was 17. C and myself are doing a 
presentation on women's issues, and I won't mention her by name because 
for confidentiality reasons, but we've agreed ourselves that at the end our 
presentation, we'll say our presentation is in memory of her. Somehow we 
didn't help her and she killed herself after she left here and she was 17 and 
terribly vulnerable. She had received care in the Therapeutic Community 
where there were men who had been involved in sexual offences 
themselves in some instances. No matter what our interventions, we never 
seemed to help her, and somehow, no matter what the care was, the fact of 
being in an institution was repeating the abuse, because of cause it is a 
secure environment, she had certain depravations. Erm.. she had little 
contact with her family, partly because that was the way they wanted it and 
she wanted it. There were all sorts of issues, multiple deprivations, and they 
didn't want anything coming up, and this was yet another set of deprivations 
on top of everything else. I felt very bad about her death and I actually 
remember her in my Buddhist practise a few times a week actually, as I do 
some other patients who've been here and died. I feel that I am getting off 
the point. It's about how I felt about her cutting herself. Very sad really. 
What words would you use to describe what she did to herself? What 
words spring to your mind? 
Sad, sad. Repeating the abuse that she'd experienced. I didn't work with 
her that much, because I think I was involved with her pre-admission 
assessment, but when she came to the Therapeutic Community, by that time 
I was getting involved in other issues, so I was sometimes on Therapeutic 
Community but not always, as far as I can remember. I think that she would 
have made me feel angry, but I don't think she did particularly because I 
wasn't so involved in her care. Besides, I wasn't around so much when she 
did cut herself, I am even sure how much she did cut herself, but a far as I 
can remember she did to some extent. She may not be the best person to 
describe my feelings about, perhaps if I concentrate on those two Erm ........ 
I was quite interested, R, in the one you were quite dismissive about 
you own general nursing abilities. You said that you looked after her. 
Is it possible to pick up on any of the things that you were feeling when 
you were tending to her needs after she'd cut herself? 
You are talking about the young woman some 20 years ago? 
Yes 
So it is very hard for me to remember. The time when I was angry, I wasn't 
always angry, on this occasion I remember I feeling very angry. Do you 
know? It's hard for me to remember what my feelings were at the time, I can 
say some things but I don't know if I was experiencing them at the time. 
Why the hell did she have to do this? I'm fed up of this: I've had enough of 
this it is so often! I'll try not to re-enforce it. I probably thought that if I say 
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anything I should just blow my top. Erm ... I think I might have thought, but I don't know if I did, "I hope this hurts a bit"! It's possible as I was cleaning the 
wound, but I don't know if I thought that at the time, and I am horrified 
, 
if it 
did, but after all I can get very aggressive sometimes. This has come into 
my head so I may have thought that. 
I am very grateful for your honesty, and I am sitting very carefully and 
listening to what you are saying, but one of the things that I am also 
musing on is the degree that you were ever prepared to deal with this 
as a nurse. Both in the sense of you preparation and also I shouldn't 
actually have to deal with this, this is too horrible, to sit and watch 
somebody mutilate their body. 
No I cannot remember ever thinkinq that. In this Therapeutic Community, 
which was where I really, I think it was the ward where I first met a lot of self 
harming behaviour in mental health, before that I met a great deal with 
people with learning disabilities when I did my RNMH training and worked in 
that area as a trained nurse for about 3 years. No I didn't think that. In fact I 
saw myself in the Therapeutic Community as doing all sorts of things in 
which my training hadn't prepared me at all, and I didn't see, as far as I can 
remember the training, as particularly relevant. I saw myself as having to 
un-learn things that I had learnt and I tended to go along with anti-psychiatry 
views and so on at the time. I am not quite such an enthusiastic supporter 
now although I do still find anti-psychiatry view still useful. So I didn't really 
see myself as a nurse even! I saw myself as a Therapeutic Community 
worker. I expected to be dealing with things that I didn't have training for 
and I was rather excited about some of it. Nobody would want me to say 
this, but I have nothing, I cannot remember anything at all in my training, 
which after all was in the 60's. I can remember a Charge Nurse on an 
Admission Ward saying "Don't talk to them. " 
She was referring to two men who had, what was then called Hysterical 
Paralysis. This was very early on, I think it was before I started my training, I 
was an NA of 18. They were not self harming, but I think that a similar thing 
would have been said in relation to anyone who was injuring herself or 
himself, generally himself because there was a maletfemale division. Erm.. l 
think the same thing would have been said. If I would have asked for 
explanations I would have been told "well they are seeking attention, they 
are manipulating, don't take any notice". This would have been the only thing 
that one would have got in training I think. 
I am interested in that last point because there is a certain amount in 
the survival movement, that they have become acutely aware that, that 
less caring people that yourself have said to them either directly or 
they have picked up from other people "Oh you are just attention 
seeking. " There has been a tone of voice that says to them that you 
are an attention seeking punitive and they are saying back to you I 
want your attention. I want to be able to talk about thisl" They mean 
attention seeking in a different sort of way. 
Yes 
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Is there every any way in which you've seen the self injury in this very 
symbolic way and have tried to work through that with them? 
Well it's hard now, I am just trying to be honest here. 
If you haven't then fine. 
I think that I have, how I see people who self harm now, the strategy that I 
think it's important is to look at what that means to the individual? What has 
caused it? Can we work with you to find a way of, of you're getting in touch 
with your distress, our understanding it, but to be able to express it in a way 
which doesn't harm yourself, and, and I suppose doesn't harm us too much. 
I think that we need to be honest with patients. And we need to be able to 
say that if we don't know what to do with patients to say so. To say "I don't 
know what to say. I am just appalled" and I've said that, I think, in groups in 
the Community here in the past. To be honest, to apologise if we get 
frustrated with an individual, and to say "that was out of order, I'm sorry. I 
was feeling frustrated and angry. " Try to recognise those things, and indeed 
student nurses, I don't look at this with self harm, but I do look with student 
nurses in their first week, caring for people with aggressive behaviours and I 
describe to them an incident that I managed rather badly and then one that I 
managed rather better. I think what we need to do is perhaps is, I am just 
thinking if Cormack 1983 "Psychiatric Nursing Described" or was it 
Observed, but he looked for incidents didn't he. He asked nurses to give 
incidents good practice and bad practice. I tend to think that that is the 
approach we should use. Now is that answering the question or Erm ... ? 
Ummm 
Now I think that in theory that is my approach. If I am sifting down with 
students, and or I am reflecting with staff, or I was planning somebody's 
care, that is how I would be. When I am actually in the situation, I think that 
can go out of the window. 
Would you, allowing for the fact of the situation where you work, and I 
don't particularly want you to identify that.... 
No 
But it has unique circumstances. Would there ever be a situation when 
you have to consider that self injury is a better option than all the 
internalised distress that is often being said? 
I would be open to that, say if it were the Crisis Recovery Unit at Bethlem 
Royal, and I learned a lot from the Conference about their approach, I would 
be open to that. I think also there has to be, in this Unit, a limit to the 
amount of observation and surveillance. I think that there's a certain time 
when people make up themselves, and it can be worse for them to have 
constant observation or say, there has to come a time when people have to 
be able to make their decisions. 
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And, 1,1 would be quite open to the idea of trying some sort of approach like 
that. Now we are starting some training in our Dialectical Behaviour 
Therapy here and it is hoped, one of the Clinical Team Leaders on the 
present ward for People with Personality Disorders, is trying to find two 
nurses from each ward to do this training, this is in specifically in relation to 
people who self harm, and I think that it is wonderful. It is actually taking 
forward the Research and the Audit that we need to practise development, 
and she is doing loads of good work in that area. I think that if we have a 
strategy, which is backed by very clear guide lines and indeed policy and 
training and above all, support and supervision for staff. I think that such 
approaches would be possible, but they wouldn't be possible without that 
and at the moment they wouldn't be possible until we have got all these 
things in place. Again, going back to Kingsley Norton, but I think that what 
he has written is so wise, in a paper in the journal of Forensic Psychiatry 
1995, he and Bridgett Dolan, they describe how institutional processes may 
re-enforce forensic crisis, they are not talking specifically about self harm, 
but they include that amongst other sort of crisis like aggressive behaviours 
towards other people. Have I answered that? 
I am just keen to sit here and listen to you talking about self injury 
Right OKII(laughs freely) 
This is just something that I am going to ask everyone, in one way or 
another, at the moment, at this stage of the proceedings, and I am 
going to be asking people who have personal experience. Is there any 
one, and I am asking them in they having received it, is there any one 
particular theoretical input that you personally have found helpful? 
Strategy? 
Yes, Therapeutic Community Principals. As you know I am a great 
proponent for those, but I don't think that they work for everyone. 
Specifically for self injury. Is there any thing that you have done that if 
you had the time you would think "this is something that could be 
developed" 
Well, yes. For example, when people have self injured in the Therapeutic 
Community that I worked in over 20 years ago, that I worked in 77-79, what 
would happen was the first stage would be given and then we would try to 
address individuals distress in a group setting. I have seen this work very 
well at the Henderson. I am less convinced that in my particular Therapeutic 
Community that it always worked. Sometimes it probably did. I have known 
someone with a mild learning disability, we were able to use that, that 
intervention. So the principle of giving First Aid and ensuring that there is 
adequate medical attention, everything that is needed. And then at an 
appropriate moment, without the person feeling pressured, to give them an 
opportunity to share their distress in a supportive setting. Now as I have 
said that doesn't work for everyone and not everyone can do that, for some 
people it is too threatening. 
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Why I think it is of value is that it doesn't put people into "Patients and 
Nurses"-with a capital P and capital N. And the other residents can share 
their expertise, they will be aware of things that they have found helpful. 
Their input can be as important as the staffs, although the staff will be 
ultimately responsible for what happens in groups. So I think that for people 
to be able to call a Crisis Meeting, as used to happen in the Therapeutic 
Community here and as happens in another therapeutic community, that 
way of dealing with it sometimes, I think, has a certain amount of success, 
but I must admit, this is my impression, and as you know I am very biased 
towards this way of working. 
I also am very impressed by the Crisis Recovery Unit, which I think my 
understanding that it takes a more cognitive approach, and I don't see why 
this can't be combined with Therapeutic Community methods. Incidentally, I 
have been reading about a Therapeutic Community which, admittedly is not 
particularly for people with self harm, which combines that with cognitive 
principles, but to have structure and negotiation about practical realistic 
goals, and I was so impressed by the video that I saw, where the person 
playing the part of the Nurse negotiated with the person playing the part of 
the patient what was feasible. The person did, going back to you earlier 
question, did have something to cut themselves with, in their wardrobe or 
somewhere, and it was just a question of negotiation in a very calm way and 
giving some responsibility to that individual. 
Where we have problems in this sort of Unit, where people may use items, 
not only to harm themselves but other people, and that would actually 
seriously limit the extent to which we could enable people to keep a razor 
blade. I hope that I am reasonably open to this sort of approach generally. 
Indeed, one of the Ward Managers here, I cannot remember if I have 
mentioned this to you. This is a ward where people are receiving a certain 
amount of rehabilitation, and this individual's been in the Unit sometime, 
and he said in a Communications Meeting "I decided that we were not going 
to have Level One or Level Two observations that we would play it by ear. 
Yes, we knew that, she lets call her Flossie, that Flossie, to be honest, that 
just the first word that came to me, sounds dreadfully sexist doesn't it, just 
awful isn't it, dreadful (with laughter), lets just call her X, that X could take 
some responsibility for her actions. " Clearly that Ward Manager saw that as 
being possible on that Ward. 
That is lovely. Just finally R if I could just ask you, is it possible for 
you to give me three words that sort of sum up how YOU as an 
observer to it feel that person understands their body. 
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Three words. 
Hateful. 
Abused. 
Damaged. 
Thank you. Anything else that you would want to add that would be 
helpful? 
Well, I just think that this is a whole area that needs to, and we, we 
erm.. have talked about this before, there needs to be much more support for 
nurses. Opportunities for Nurses to ventilate their own feeling about how 
people self harm, which of course happens in the Therapeutic Communities. 
Looking at Erm... their own self harming behaviours and looking at way in 
which we perpetuate a cycle, so the individual harms or injures herself or 
himself, the Nurse responds, perhaps by being angry as I was with that 
young woman over 20 years ago, then that can then perpetuate a cycle 
because the person you are being angry with feels more abused and may on 
the one hand, in my experience, feel terrible about it but on the other is glad 
I knew that was what would happen! I knew you didn't really care! You're 
just like all the others! " and I think people have said that to me, not really 
women I think it has been more men that probably have said that to me. 
You get this circle and the Nurse then feels more angry and powerless, 
leaving the 2atient feeling this, and it can become a baffle. A Nurse said to 
me recently, and this, or course, is in strict confidence, a Senior Nurse "I just 
cannot stand being abused by that individual anymore"Ohis is a female 
patient). This is strictly confidential, and I listened to her 
Quite strictly. 
One of my colleagues thought that the Nurse had a bad attitude towards this 
particular patient. My response was that "she does need support herself'. 
She is working on a Ward where there are constant crises, it is understaffed, 
Erm lets look at that too. I didn't say this to my colleague but I been there 
myself. I have felt ang! y with people, both with mental health problems and 
with learning disabilities who have injured themselves. I've felt out of my 
depth, but later perhaps in my career I have come to see myself as harming 
myself, over work, over eating, getting involved in one area of my life and not 
others, those sorts of issues. I think Therapeutic Community principles are 
also helpful because, hopefully they also help us be more honest about how 
we work as Nurses. They help us look at the role of residents, the role of 
staff and how those roles can be, people can be enabled to find creative 
roles and relationships. I am a great believer in providing a Total Ward 
Environment, or other mental health service environment, where people 
discover what I might call Buddha hood, perhaps translating it in to mental 
health practise, they discover the positive side to themselves. They see that 
yes, they're OK They have things that they can really contribute ..... I can think of two women where this might have been ...... 
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It's Judy interviewing somebody who wants to be called Flora 
OK. 
I'm 45.1 started my nurse training in 1974 and I have worked in ME on and off 
since. I qualified as a general nurse in 1989 and I have worked in a number of 
acute environments and in nurse education but I have worked in ME I would say 
on a fairly consistent basis and I still work there, I have a short small contract there 
and I still work there on a regular basis - is that enough? 
You mentioned that you have got experience in A&E. 
Umm. 
Would you like to tell me something about your experience of women who cut 
themselves or self -harm? 
Is it just women you are interested? 
I am just interested in women. 
Just interested in women, right cause cause I see a lot of men as well. I have 
certainly seen women who can cut themselves on a fairly regular basis, certainly 
not an every day basis but it's not an uncommon reason for people to attend A&E. 
Urn, of people who attend who cut themselves, quite often I would see them, if the 
wound is not too severe, from the point of view that they are not losing huge 
quantities of blood or anything like that. Patients have always been informally 
triaged, even when I first started working in A&E patients were informally sorted into 
seriousness and so that tends to be how we priorities patients. Nowadays that is 
done in a much more formal way, so any patient presenting at A&E, whatever 
problem it miqht be, is first seen by somebody, a triage nurse, who will actually 
decide their priority and that is totally dependent, generally speaking, on their 
physical condition. It may sometimes sway from one category to another and for 
example under 5s and very elderly people are dealt with earlier but it is to do with 
the seriousness it is to do with ..... respiratory, cardiac 
function. So the person 
attending who has cut themselves, how quickly hey would be seen to and the sort 
of urgency of the attention they would get, would depend on how sever the cut is 
and I would say that most people I have seen who have cut themselves they are 
not losing the amount of blood that would put them into the very high category. 
They would, again as with any other person attending, they would be given the sort 
of immediate management they would need, for example you know somebody 
attending who had injured their wrist would have their arm put into a sling, someone 
who was attending with a cut you know they haven't got anything over it they would 
have that sort of immediate swab to put over it or something of that nature. My 
experience I suppose is that, people's mental state varies very considerably, and so 
obviously from one point of view the physical complaint, the wound that is possibly 
bleeding and you've got the mental state of the person. On some occasions the 
patient may be very calm on other occasions they may be quite distressed, they 
may be very open because there may have been a particular trigger that has made 
them decide to cut themselves and they may be very willing and open and wanting 
to talk about that and other times be quite subdued so it does vary considerably I 
would say. 
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You have spent a lot of your working life there so you will be a fairly senior 
practitioner in A&E? 
Umm, well the level I go in now I go in as a Staff Nurse. 
But at some point you were higher than that? 
I have at one point I worked as a Night Sister in A&E. 
Right. So you were in quite a good position to um think about how people 
with lesser experience than yourself were acting towards women who cut 
themselves? 
I think - and it's quite hard - it is quite hard for me to separate people who harm 
themselves from people who harm themselves in other ways. The most common of 
which is by overdosing and it is quite I would say that most ME staff probably don't 
see a big difference between those categories of people, they would see them as 
people who harm themselves. 
self hann? 
Yes I would say so in that it's something that somebody has done to themselves 
deliberately I suppose you could say. 
Would they see that as an act of a suicide gesture or has that moved on? 
I certainly wouldn't say they would always consider it to be a suicide and certainly 
the ME that I work in and somebody who has self-harmed, there are scales that 
are used to measure the suicidal intent so that it is actually measured to try to 
score. It's a scoring system based on research evidence or other of some sort, so 
there is some measure that is made to try to differentiate and again that would be 
for anybody who has harmed themselves. So trying to differential whether you know 
this is, it has a serious suicidal intent behind it, because that obviously might affect 
whether they are referred to the mental health team and this is again where there is 
perhaps a difference between -I mean people who have cut themselves frequently. 
The cut is not too severe it can be managed and then you could simply send them 
away. Where there is some kid who has taken an overdose of drugs it might be a 
little bit more likely that you would need to keep them longer to observe or even 
admit depending on what they had taken and where they are. So the person who 
has taken an overdose might be more likely to be admitted to a general ward, 
whereas the person who has cut themselves, its perhaps more likely that you would 
be able to sort the cut out and they could from a physical point of view go home. 
So it is very important to differentiate whether there is some suicidal intent that the 
person is actually expresses, or does perhaps need some urgent mental health 
follow up because then that person might be referred to the mental health at that 
point. 
If there isn't a suicidal intent then presumably and presumably that is done by 
someone with a degree of experience in assessing psychoses? 
I would say that the person who would usually take the responsibility for doing that 
would be the Doctor. 
297 
Right. If it's a person there isn't psychotic, say they are cutting in response 
to voices or there is an obvious psychosis or it's a suicide attempt, how do 
you think A&E nurses could deal with the consequences of that for the 
person. One of the reasons I am interviewing you is that I am tying things 
together and what was interesting is that you came out with the phrase that 
has come up in so many of the user interviews? 
Right. 
That they were "patched up and sent away". 
Right, yes. 
And you actually said, and I am not in any way judging you, I am trying to 
tease out the language used, this being sent away has real connotations for 
them. 
Um, um, but this is from an A&E point of view there are various things that you do 
as a general population point of view. There are people who are there who would 
go home, you simply can't keep everyone there. A&E's are bursting at the seams, 
there are rarely enough cubicles for people, enough trolleys for people and the 
whole philosophy from the Government as well, is that people are not in ME for 
more than 4 hours. That is a philosophy and it is followed very closely so not only 
are there not the resources, the beds, the cubicles to keep people in ME a long 
time, the whole philosophy is that ME should be a short stay area and that people 
are either patched up in whatever format that might be. And that could be as I say 
for someone with a sprained wrist it might be going to X-ray, its not fractured OK 
tubigrip "off they go" home. They may or may not need follow-up. And the person 
with a cut, a not too severe cut, but you've you know might have been stitched, 
might have been stuck might have been sted stripped, it has been assessed that 
they are not at risk, they go home with somebody. Whoever these people are the 
idea is that they are out in 4 hours so they are being sent home in a sense but it's 
not meaning I would use that phrase for anyone, it's not any way derogatory, they 
are being not discharged, they are being discharged from A&E. Now whether they 
are going to get some follow-up or not, again would be decided, and it would, you 
would be perhaps trying to find out, are they seeing somebody already, are they 
seeing a CPN, are they already under care from somebody, so you are trying to find 
out what the situation is So it's not necessary that you just send them away never 
to be seen again but it depends a lot on the history of the person, who they have 
got with them, family with them, and whether they are under continuing support 
from a team somewhere or not. I don't think it's like being sent away, it's simply 
being discharged from A&E. you know. 
One of the things that's come up is and its like I was saying to you before we 
started, you know I am interested in the language that 
Yes 
Women who cut themselves and nurses and I have interviewed a variety of 
different types of nurses 
Yes 
But what comes up from the women who cut themselves, some of them feel 
very angry about A&E and I am not saying this is you or your hospital. 
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Umm. 
Because they have felt that, nobody really wants to spend time with them to 
actually, if you like, to pick up the psychological. 
Umm. 
Another side of them is that they would actually have some empathy with 
your position, that they know you are desperately understaffed. 
Umm. 
And equally that they know that some people have never had any training. 
I think (both talking at once). 
Ah well you have not had a cardiac arrest, you're not desperately urgent, I 
think they can live with that. 
Yeah, yeah. 
Oh well, you are not really important and you are sent away. 
I don't think its that I think I know I would like to feel that they are any less important 
than anyone else I think it's more that you've got a constant stream of people 
coming in and if somebody was clearly distressed and I wouldn't say you would 
ever send somebody away say that you can go home now and the person is crying, 
you wouldn't... I think the amount, possibly the amount of time somebody gets 
perhaps depends on how open they are being so if somebody is distressed then 
they Probably are going to get more time. 
Who would they get that from? 
The nurse who is dealing with them. 
So that could be anybody from a student to yourself? 
The way A&E's are set up is, this is the ME I work in, but I am sure this is very 
common, there are different areas of A&E, so you have what is called minors, and 
that is basically people who are walking, people who are on their feet. Sometimes I 
mean particularly if they are in distress and bleeding they might be bought in 
straight away but once that's under control they'd maybe wait in a cubicle to be 
seen but they are not lying on a trolley. I suppose, the minors are people who don't 
have to lie down I suppose by definition. I mean I could tell you what triage call for 
them but they are people that can usually wait a little bit and they are on their fee. 
So you would have a nurse looking after that area, so you would always have a 
trained nurse. 
It would be a qualified nurse I would say almost always, occasionally unqualified 
with occasionally you might have a health care assistant who knows A&E working 
in that area with a trained nurse overseeing her. As a rule it would be a qualified 
nurse looking after minors so their role is to get these patients in, they would be 
seen by a doctor, if you have then the emerging thing is the emergency nurse 
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practitioners and some of those ones could be seen by emergency nurse 
practitioners. 
In the ME there isn't always an ENP on duty and there aren't enough ENPs for 
there always to be an ENP on duty but certainly some of those minors could be 
seen and then the ENP would get the patient in, deal with them in every way, send 
them to X-ray whatever, but otherwise the patients you would seen as a trained 
nurse get the patient in, do the immediate assessments things that need to be 
done, the patient gets seen by the Doctor the next stage goes on, you might apply a 
dressing or give them a tetanus injection, sort out their out-patient whatever. So you 
have a nurse dealing with that, and some of these patients, some patients who cut 
themselves would obviously be in minors so they have a qualified nurse looking 
after them. Now if um, a more severe person might need to lie down so this might 
be somebody that if they are bleeding a lot likely to be feeling faint perhaps 
something like then they would be lying down, perhaps on a trolley and then there 
would be in the area which we call majors and there are cubicles there and trolleys 
and there's almost never enough cubicles for every person on a trolley, to go in a 
cubicle so people are on trolleys on the corridor, they would be moved into the 
room to be examined, have things done and have to be probably moved back out 
again and be back in the corridor. 
So, you've got this whole area called majors. Now you would always have a 
qualified nurse looking after that group of people and those people range from all 
manner of casualties, so it could be accident type things, it could be somebody with 
a chest infection, you know any medical complaint, it could be gynae patient, it 
could be anyone. OK, they are all majors and as I say you would have one 
qualified nurse as a minimum, you might have two and they might have a student or 
they might have a health care assistant with them. You have resuss and that's 
where people who have a possible threat to vital functions. 
Yes yes. 
And unless you have someone who is bleeding very severely, lost a lot of blood, 
they would then go into resuss to be managed, a person who has taken an 
overdose with any record the level of consciousness would probably go straight into 
resuss initially. So that's your other area of A&E and of course you always have a 
qualified nurse in there, so it is quite a well qualified nurse, registered nurse I would 
say, they focus those areas but they may be assisted by unqualified staff. 
So how much do you think qualified nurses are aware of the effect of 
phrases, or language, or intonations when they are dealing with somebody 
who cuts themselves? 
I would hope that like anybody else you would talk to people in a respectful and 
professional way, now this is quite interesting ........ Idon'tknow .... It is reading 
rather than experiences, but I have currently got out Brysinska's latest book 
published 2002 on reflection there is one whole chapter where there is an ME 
nurse reflecting on dealing with somebody who has cut themselves in A&E. I don't 
know if you have read it? 
No. 
And I have had a look at that chapter and what she actually says in her reflection is 
that she goes into this cubicle to stitch this patient, obviously it was a more severe 
cut which needed stitching, she went in to stitch the patient and the patient said to 
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her "is this going to hurt? " and she said well she made her own appropriate 
response "it shouldn't be too bad I will put some local anaesthetic in" etc. and she 
then said to the patient "well it must have hurt when you did it didn't it? " And in this 
reflection, reflecting on this, because I think she'd felt that that wasn't an 
appropriate thing to say. Now you see I would say definitely that that wasn't an 
appropriate thing to say at all. 
It's interesting that you picked that up because that was sort of on my list and 
it's one of the biggest, not complaints, but observations, of my group of 
women that I have interviewed that the staff here quite frequently just 
comment "why do you worry about it hurting because it must have hurt when 
you did it? " 
Yeah. Yeah. And I must say that when I read that I felt very irritated with that nurse 
and I thought..... No that is a bad nurse, that is an unprofessional nurse, to my 
mind it is no different than if somebody has fallen off their horse, you wouldn't say 
now they have ended up in ME I mean you wouldn't say to them, "oh well you 
were out horse riding it's dangerous but when cutting yourself its obvious it is a 
deliberate act, there are huge numbers of other people in ME who if you wanted to 
take that stance you could say well you know, they did it to themselves, football it's 
dangerous. 
IVs interesting you should say that because somebody did say that. 
Yeah. And I and that's always been my view. I personally feel that it is not the role 
of ME nurse or anyone else to make any more judgements like that. I mean you 
could say no one should be in there that people with chest infections, most of them 
smoke you know, you could go on and on and on. 
I want to come back to that as a side issue, somebody wrote a book about 
their treatment and she self injured. 
Right. 
And she mentioned mostly with women so that they made interesting 
observations because of course a lot of men self harm and now men are more 
out about it and talking about it I have had men actually saying that they 
deliberately played dangerous sports and they deliberately went into rugby 
tackles in a way that they know is dangerous because they self-harmed. 
Right. 
They did it for self-harming. And what really pissed the woman writer off was 
that because when they came into ME they were treated with a sports injury 
and "Oh dear it was a bit stupid but you're not a malingerer. " and the woman 
next door who had cut herself was a time waster. 
I have said certainly in recent years I have rarely seen this kind of attitude - "this is 
a time waster". I think generally what I see is a much more professional attitude. I 
think I have seen things like that in the past perhaps, but I don't think I that I have 
seen that sort of attitude. But what I was interested in was ... 
You were talking about the professional attitude and you were talking about 
the assessment and you know this reflective piece, some of the other areas 
where of course were around training because it would appear from my user I 
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interviewee and reports of psych nurses who have worked with these women, 
that there's an appalling ignorance in A&E and it isn't just time. 
Umm 
There's an appalling ignorance about the sensitivity of those women to the 
slightest comment and that they feel patched up and sent away. 
Yeah. Urn. Is that because they feel that haven't had someone sit down and talk to 
them a lot about why it's happened and so on? 
No, it's because they felt they picked up some sort of feeling of rejection. 
Right. I mean it's hard to say because I think that sometimes when you are very 
busy in ME you flit. It's the only word I can use, you are flitting from one patient to 
another and there is no doubt at all that patients will get just that bit more care and 
approach when you are less busy. You do have more time for that sort of extra 
comment, bit of conversation, you definitely have more time to do than when you 
are less busy as well. It's a major excuse and I would hope that obviously when you 
are very busy the only conversation you are getting is while you are doing things, if 
you like. 
The other side of it is that there have been people who have said that A&E, 
some of their nurses have been wonderful, and I was sort of trying to tease a 
little more out of you but it was interesting that the good nurses were the 
nurses who maybe spent a couple of minutes. 
Yeah. 
...... When she asked, "is it going to hurt, " said "sorry, it would". We have all 
said it, I certainly have. But I might have said I would have said, "yes it will 
sting but it won't hurt". 
No, I would hope 
How do you feel about what's going to happen to you? 
Yeah. It's hard to think of a woman's answer, I will have to use an example of a 
man, I can remember dealing with a prisoner fairly recently who had self-harmed, I 
mean he would have for this sake to be a man, and his wounds I think I was mostly 
closing with tissue adhesive which is known to be very stingy, very stingy. And I 
can remember quite specifically that he was very afraid that it was going to hurt and 
everything. And I mean would really, it's hazy, look back and think I did it really well 
but I would really hope that the approach that I used was just that I would do for 
anyone else who comes, I hope that I would not have said anything differently, "I 
know its stingy, I know its hurting", so having to broach it very gently and saying 
"you know I am really sorry but it will sting but it is the best way of getting this 
wound together, and once its on its on It'll stop. " You know and you know I would 
hope that I would do that. That's how I would use that approach but I know there 
are some nurses who can be quite brusque anyway and they would be like that with 
anyone to be quite honest, mainly particularly if they are pushed, a bit hard. They 
have just been dealing with a cot death, I don't know but I have seen other nurses 
beinq More brusque than I would be with any patient if you see what I mean. 
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Have you ever seen nurses like this, and probably, I am not asking you to as 
it were to snitch on anyone, just because I don't know you as it were? 
Umm. No No No. 
When they are away from the patient sort of talk about well why don't we just 
leave them to wait a bit longer because it didn't hurt and it would teach them 
not to do it again? 
No No. 
Some service users, and I thought it had stopped, but one of them I only 
interviewed a month or two ago at my local hospital said it did happen. 
Yeah 
Was subjected to being sutured without any anaesthetic. 
Was that said that it was deliberately? 
I think it was partly well you are not going to need many stitches so its going 
to hurt as much to put the anaesthetic in, but it was not said to the patient like 
that, but there was clear in implication of to cause the pain. 
Was it a doctor doing that or a nurse? 
It was a nurse. 
nurse, a nurse. 
It'll put you off doing it again its like a poor interpretation of behavioural 
conditioning. 
I have not personally seen anything like that, not that I can remember, so it has 
certainly not happened in recent years. I mean I can certainly remember years ago 
that some stomach washouts were done for that reason and I would sometimes 
hear people say so from that point of view. But that's a long time and of course 
management of overdose has completely changed now and stomach pumps are 
almost never done at all. 
But the attitude, the attitude changes are important. So what do you think 
has changed it? 
I think yes, I think there is a general, I mean generally, in my view, and a lot of 
people may not agree, but in my view I actually think there is generally a more 
professional attitude full stop than there use to be at one time. I on the whole, I 
don't hear too much of people talking about patients in an unprofessional way, I 
think I heard more of that at one time than I do now. 
Which was when. 
I don't umm, remember, I am just going back years really. 
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About ten years. 
About ten-fifteen years. Yes. And I think maybe part of that's to do with 
accountability. The code of professional conduct, you know with people being 
accountable. I think there are possibly, from my observation; it's obviously not 
permeated everywhere clearly from what you've said. I mean from my point of view 
if a nurse did that and actually said to the patient and said you know "basically I am 
doing this to hurt you" because I mean that patient would be well advised to 
complain because that is unprofessional, I am quite certain that a nurse could be 
called before the NIVIC for that's against the code of professional conduct. 
Yes, the problem is of course, that because a lot of women here you probably 
know have been abused. 
Yeah and their self-esteem is very low. 
Thatthey 
Both talking at once. 
These people often don't have confidence to make complaints anyway, not unless 
it's very extreme and it about all sorts of things. And all sorts of patients are making 
a complaint, it is not easy and particularly if they may feel they are going to need to 
go back there at some stage then I can see why they wouldn't complain. But I 
would have thought that as a nurse if you observed another nurse doing something 
like that, as far as I am concerned, that is something against the code of 
professional conduct its not a professional thing to do. You shouldn't be deliberately 
hurting somebody ever should you? It doesn't matter what the circumstances are. 
Both talkinq 
I guess when you give someone an injection you are deliberately hurting them but 
you are doing it for a therapeutic reason whereas if you were deliberately stitching 
somebody without anaesthetic for non-therapeutic reasons then that is clearly 
unprofessional in my view. 
Obviously, there's a lot of evidence that things have changed and changed 
for the better. 
Yeah. 
But where there is a dilemma for you as an A&E medical staff is sheer time. 
I would have thought if that's a nurse that would do something like that I would have 
been very sceptical as to whether she is any kinder to the older person who is 
perhaps been incontinent or anyone else. I think an attitude is an attitude and I 
think somebody who is unkind and unprofessional to someone who has cut 
themselves I would be very surprised if they were that much nicer if you like to 
anybody else, yeah, I think it is an attitude of how you are to other people. 
Can I move it away slightly away from that but ask you because you are in 
A&E and allowing for all the lack of time. 
Yeah. 
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You have for example somebody who comes in and it is one of those very 
rare nights when you are not very busy and they have cut themselves and 
they seem a bit withdrawn, a bit distressed but not openly distressed in the 
way you were describing, it gives you time as a person to spend some time 
with them. 
Umm. 
How do you see what they are doing to their body and this is something I 
have asked all the nurses? 
Long silence. 
I think you see my knowledge about cutting has probably changed as well and I 
suppose I would normally view it as something that was unfortunate. Its going to 
leave a scar of some sort but I also know I suppose perhaps because I know more 
about it from other sources that some people find it a form of release, that it is their 
wav of copinq with a particular situation. So I suppose as well the people, I do think 
there is a difference vVith some people who have cut themselves who clearly are 
very distressed and I can remember again this happens to be a man who was on 
his last ebb. He had lost his children, he was alone, he had nobody and he really 
felt like he had nothing to live for and he had, not very deep, but had cut his neck as 
well as his arms, so you do have a difference between somebody perhaps who has 
cut themselves at a moment of great distress when they are feeling very, very low. 
Maybe that is a difference between us and somebody who is cutting themselves 
and currently feels better afterwards and it is apparently for some people it is a way 
for coping with a situation. I suppose, one of the things I find quite interesting, and 
this goes away from the immediate professional life. I have a teenage daughter and 
she says it is quite common at her school, lots of them cut themselves. She 
doesn't, she has got one or two quite good friends who cut themselves and her 
view, "that it's quite interesting talking to her she's 15, her view is that "it's their 
body they can do as they like if they want to cut themselves if it makes them feel 
better, why shouldn't they". Its quite an accepting attitude in a way that its almost 
quite a normal way to go about coping with stresses of life. Now when I was at 
school I cannot remember anyone cutting themselves. I don't know what that says, 
I think the first time I came across it was in A&E. Whether it is something that is 
more talked about now and is more common place I don't know really. I suppose, at 
the end of the day it is their body and I think that if people have made a rational 
decision that is a good thing to do and that's the way to cope with life and the best 
way that they can cope with life then that is at the end of the day up to them. Just 
like this person who goes hand-gliding and breaks their arm you know, if that's you 
know its their decision isn't it. I suppose its trying to differentiate between the 
people who, for them, it is quite an acceptable way of coping with stress or how 
they feel is perhaps differentiated between those people and those people who 
have done it because its not for them its not a good way to coping and they are 
distressed about it and they don't want to carry on this way. 
So there's two types? 
I think possibly but I don't know whether I am right in that, I mean I don't know it just 
seems from experience from what I have seen perhaps. 
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With changes, I mean some of the women I've interviewed and I've been 
around long enough to times when steri strips weren't freely available, they 
were something you got from A&E. 
You can buy them. 
So the number of people that turn up at A&E is going to be less because they 
can manage themselves, but that has presented a problem for if you like the 
seasoned cutter who comes to A&E, because they know they have appraised 
their own wound, and they know this is beyond their control. 
Right. 
How do you react to that person who has that degree of control? 
I understand that is perhaps maybe like anyone that who assesses their condition, 
an asthmatic makes a similar decision in actual fact. Someone who is an asthmatic 
whose used to dealing with their asthma who maybe even has a home nebuliser 
who at least uses inhalers and does their peak flow and everything, they also 
appraise their condition and make that decision, well I am not responding, my peak 
flow is not responding my peak flow is half of what it should be I need to go to A&E. 
In some ways I don't see it as any different that this is someone whose experienced 
with their condition if you like. 
But I put it to you that you are a rarity. 
Well yeah, I don't, that may be the case I don't know. I think again nurses are 
becoming more used to people who can manage their condition whatever that 
condition may be and I have no doubt that probably there are nurses and doctors 
who expect to be in charge and make decisions about people, who actually could 
be much more involved in those decisions. But I think more, that there probably 
are, its like the expert patient in a sense, there's more of the fact that yes, people 
actually do know a lot about their condition and they know when they can manage it 
and they know when they can't. We should respect what people do know about 
their condition and I think hopefully that's more the approach we should be taking - 
that's normal - working with people approach rather than working on them. 
Yeah working with them rather than on them which is really what some of 
them have been implying. I am interested to hear that you said that. I notice 
you are looking at your watch but one thing I am really busting to ask. 
Ok Yeah. 
And its this role of the bandage, I've been looking through the interviews and 
I've interviewed a lot of nurses who worked on a specialist unit and I have 
interviewed a range of others, mostly psyche but throughout all the 
interviews and from the women themselves, the bandage is very important 
and some of the psyche nurses on the specialist unit where it's not a big deal 
its about soothing, putting it together. Some talked about it covering it over, 
pushing it away, others have talked about it being something they can do that 
relieves their sense of impotence with somebody who keeps cutting 
themselves. And also the women who cut have mentioned the bandage - now 
the bandage is metaphorical, sometimes it is a bandage, some women want a 
bandage as well as a steri strip 
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Right 
But this thing of bandaging seems to have some symbolism in terms of self 
soothing ... 
I would say a bandage should only be used if it's clinically necessary. 
It's not a physical thing -a bandage as an emotional thing. 
I mean it all depends where the cut is and how it needs to be managed and if it's a 
facial cut you never cover it anyway, it's a matter of sealing the wound, whether 
that's the glue. 
But that would be the bandage in that case. 
Right, Right. 
It's the act of doing something to make it feel better. I wonder of how many 
nurses are aware, or whether you are aware, that doing these actions in a 
certain way is very healing is what I am getting. 
Right, I think I know what you are getting are. I would say again, that's something 
that is the very good nursing care. I would say that all nursing care can be done in 
a way that is a purely functional physical thing or it can be done in such a way with 
such an attitude perhaps an approach that it becomes something that's a bit more 
than that. And I think my view is one of the very important things about when you 
work in an acute environment and time is very previous that you do have to use the 
moment. That you do have patients, that you have to use that to best advantage, 
so that if you have to give somebody a commode you can do it in a way so its just a 
functional commode to it, take it away. But the other way of doing it which is where 
the patient actually feels that it has been done in a caring way and I suppose it's the 
same with that that yes you could go up and just ... and you know or you can go 
about it in aI suppose it comes down to attitude which is down to inter-personal skill 
was I suppose really and perhaps your approach and just the fact that you always 
ask people before you start invading their privacy and start to deal with their cuts, a 
respectful I suppose a respectful approach to people really that can make people 
feel that the care has been given in a caring way as oppose to just done like an 
object perhaps. 
Yeah, I don't know if you are aware, for some women, that part almost 
completes the self-harm cycle. 
Umm, yeah. 
And either they do it or if they don't they have to, you know and it's like 
there's the battle not to cut against the do battle to cut and then there's the 
doing it and then there's the deciding what I am going to do about it? 
Yeah, Yeah, Right. 
And then there's if you like there seems to be this after phase they have 
talked about in various ways and it includes the time after.. 
So does that mean how they are dealt with? 
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Like self-soothing. 
Yeah, so it is how it is dealt with will depend on how bad they feel afterwards. 
Yes, actually. 
And I suppose that this is a group of people who are perhaps likely to be more 
sensitive to the way that that is done. 
UMM. 
I mean I do think that again applies with other patients anyway and that again you 
might say an incontinent person had been incontinent if the nurse then comes along 
and says "Oh No", and is rushing around and says, "do make sure you call the bell 
in future. You can imagine that its possible that some nurses might act like this. 
Their patient then ends up feeling awful about the incontinence after whereas the 
nurse who comes along and thinks nothing of it and is pleasant and so on and so 
forth they feel OK after and I suppose it is, I feel .. 
Have you ever had experience of doing of either say gluing or suturing and 
feeling well I am actually doing something here that is more than just closing 
a cut? 
I think that's the enjoyable part of nursing that with any, I think I have certainly often 
felt that it is a very satisfying encounter when somebody feels, they feel less 
distressed. They seem less distressed they feel happy with what you've done and 
though maybe I have not felt it in so many words as that but that you know this is 
one person, who, I don't know, they seem very unhappy they seem distressed and 
that perhaps you have managed to gain some rapport with them while you are 
actually going about it. It's always more pleasant, nursing is always more satisfying 
when you've managed to get that rapport where you feel that you've picked up 
more and given time.... 
Well that's what they've picked up.. 
Yeah. 
I won't keep you any longer but they have said one of the things that they've 
picked up on is very often the cut has been focused on and all they needed 
was someone to say how do you feel about what you've done there. 
I think actually what's needed is an assessment 
Not a great long ...... assessment 
I must say that I would steal away from asking something so specific as that and I 
think that's because, I think it's, maybe I would think it was too challenging. I might 
say how you feeling now but I might not say how are you feeling about what you've 
done? Because I think I would ... 
Be invading them??? 
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Yeah, and have I got a right to ask them. I think that's what I would be thinking 
have I qot a riqht to ask them. 
It's interesting that some of them were actually saying if only somebody 
would ask me about how I feel rather than how my cut is. 
Yeah. 
And those are the nurses who apparently stuck in their minds 
Both talkinq 
You know, like yourself when you do something and it's the way you do it. 
Yeah umm, yeah, I think and I think that's always been a big thing for me about all 
practical nursing skills whatever it is and whoever you are dealing with because 
there is often a story or a history behind what's happened to people anyway and 
that I think how you carry out something, it's not just the doing of it, it's how you 
carry it out isn't it? 
And its particularly difficult for A&E because as you rightly say you haven't 
got the time to delve into it I mean if somebody that comes every other week 
or something you know something of their history. 
Yes, yes. 
If you are being judged immediately by someone. 
And I think there is also a tension between how much you should ask, did you not 
say not interview anyone who said 'really I just wanted it sorted and to go'. 
No 
They all said they would have liked to have talked about it -I think that's the 
problem. 
Not talk talk, but have the 
The chance to talk about it 
Yes, an acknowledgement of the distress that went on behind it. 
Yeah, yeah. 
It may be that nurses can never get it right. 
No, that's right because I think also you do feel well is it my right to pry into things 
and perhaps that's for a CPN to follow up they've got more time with them in their 
own environment rather than A/E... 
I think it's a good area for liaison nurses to be involved in, yes they do, they 
want somebody, one of the things that's come out is they want nurses to look 
beyond the cut. 
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Yeah, yeah, I have been thinking again about that in other situations, I suppose it 
goes back to a sort of empathy of what people have been though really. At the end 
of the day but you know like the person who has been bitten by the dog. I mean I 
often sort of think to myself that must be so scary to have a dog bite you and you 
know I think that must have been quite a frightening thing to have happened or 
something like that, its hard to say I mean sometimes it might seem more 
appropriate than others but I think I would just like to ask more... 
310 
Appendix 3 Testimony Samples 
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Arnold, L (1994) Bristol Crisis Service for Women 
Women and Self-Iniurv Information Booklet 
WSI(ia) It's a solution that means I'm not going to completely flip or kill 
myself. (p4) 
WSI(ib) Cutting was my only release from the unbearable chaos inside 
me"(p4) 
WSI(ic) When I cut I felt like I was cutting out all the badness. And I could 
block off all the chaos that was going on around me and just concentrate on 
the injury. (p5) 
WSI(id) I feel as if there is an enormous aching void inside me and the only 
way to stop that pain is by hurting myself on the outside. As soon as I do it 
the desperation goes. There us a real injury there I can see. I can look after 
it and feel sorry for myself(pl 1) 
WSI(ie) Sometimes I just want to destroy the parts of my body that he 
touched and got into. They don't feel like mine any more . they're all ruined. 
Other times when I hurt myself its like I'm saying "its" MY body-as though 
I'm defying him and taking it back for myself. (P14) 
WSI(iia) It supports and helps me, but I'm ashamed and embarrassed. (p3) 
WSI(iib) (reason to stop) 
I want to give up cutting, but only for myself, not because others want me to, 
it has a lot less since I've had more support and worked on my feelings. I've 
developed other ways of coping, but I still sometimes need to do it. I 
definitely don't want to keep on self-harming, but I am quite frightened of 
being without it. (P1 1) 
WSI(iic) I feel as though its getting rid of some of the "horridness" inside me 
(p14) 
WSI(iid) The pain inside is very scary because there's no relief from it. A 
wound on the skin is identifiable, tangible. It heals of its own accord unlike 
internal pain. It's a way of somehow defining the fact that there's pain to be 
dealt with, even though that pain can't be seen". (p. 14) 
WSI (iie) It's a way of taking control when I can't get it any other way. 
WSI(iif) Something inside me needed to register my distress, kind of like a 
prisoner tapping on the pipes. I think it was a "mayday" code of 
communication between my psyche and myself (p. 16) 
WSII (iig) I was brought up to think I was responsible for how my parents 
felt. Now I always think if people are unhappy, it's my fault. Then I want to 
cut myself, as a punishment. I have to keep reminding myself I haven't done 
anything wrong. (p. 16) 
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WSI (ilia) When I got to college I was out of my depth. Everyone else 
seemed to be making friends and having a great time; but I felt so lonely and 
inadequate, I was up all night studying because I was so scared of failing. 
Somehow hurting myself was a comfort. 
Arnold, L (1995) Bristol Crisis Service for WomeniMHF 
Women and Self-Iniurv a Survev of 75 Women 
BCI (intro) I'd go for a while then it would happen again and eventually I 
would explode like a volcano smashing everything in sight. Only when the 
blood poured out of me was I able to let go and cry, like the bad was coming 
out of me" (p. 15) 
Bci(a) (p. 15) "Sometimes I would get a sick feeling in my stomach as if I had 
done something awful. I knew I hadn't but the feeling of being bad wouldn't 
go until I cut it out of me. That helped me feel better for a while" 
Bci(b) (p. 16) "When I was a child cutting was safe, reassuring consistent, 
something that would be there for me whatever happened. Now once I have 
cut myself I go into "nurse mode" and can enjoy taking care of my wounds" 
Women and Self Injury Booklet 4 (p4) BCSW 
WSi(iv a) "cutting was my only release from the unbearable chaos within 
me" (p. 4) 
WAVES Sexual abuse and (injury) July-August 96 
(w. j/a96 a) "I became trapped in a world of my own, suffering the hurts and 
pains in silence. Cutting was my only release from the unbearable chaos 
inside me". (p5) 
(wj/a96b) "Sometimes at night I would walk for hours in the rain wondering 
why I'd been born so bad, useless, and ugly. The only way I found of coping 
was to self-harm (p5) 
(wj1a96c) "When I was a child cutting was safe; reassuring, consistent, 
something that would be there for me whatever happened. Now once I have 
cut myself I go into "nurse mode" and can enjoy taking care of my 
wounds"(p. 6) 
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SHOUT 1996-1999 
(Anonymous and now via Bradford not BCSW) 
(vol3(l) 
sh(a) =anon 
The warm blood as it trickles gives me comfort and release I know that for a 
few short hours my mind will be at peace. 
Sh3(4)97(b) P. 6 
=Mpie 
You. All of you 
You didn't understand. 
1, all of me. 
Didn't see you. 
This language is just 
For me. 
The deep inside of me 
I cut a moth 
I'm whispering though. 
The rising red. 
I'm speaking through the 
Blood trickles down my arm 
I am shaking though the 
Artistic descent down to the floor. 
Numb. Blind I Stop 
Breath 
And watch as patterns 
Spread across the floor, 
Soak into the land 
That carries me. 
I watch in my silence 
Nothing is safe but this 
Moment. 
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SIARI (hftp: //Www. siari. co. uk/poetrv/poemsbv. 
self. iniurers and survivors. htm. 
(Accessed 21.7.03) 
Si(I)k 
Cold hard blade, warm soft skin 
Combine the two, the cleansing begins 
Others don't get it, reasons they demand 
For my bloody tears so hard to understand. 
After I bleed, it is by learned belief 
My self is calm, I have found relief. 
Si (i) ka. 
The pain inside cannot be seen 
Unseen, therefore un-real 
The pain un-real, suddenly becomes real 
Surroundings become clear 
Fear flows freely 
The pain inside can now be seen. 
Si(3, sin) 
Cutting is my safety valve 
Never failing me 
Controlling painful pressure 
Thermostatically 
Si(3mhol) 
The red rose blooms, 
It comes to life 
It's color vibrant, 
But then it dies 
Much like the blood 
Flowing from the skin 
Bright red... 
And then it thins 
Red to black, wet to dry 
II ike the way it feels 
I like the string 
It starts off thin, 
Yet very deep. 
By the morning , It's opened wide 
And it's just another scar to hide 
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Si(4mhol) 
Further from the light I go 
I surrender to the darkness, and peace lets me go 
There is no relief, I am full of fright 
The impulse comes and against it I fight. 
I refuse the outlets that are offered me 
I need to be alone, I need to breathe 
My blood boils and my eyes start to shut 
I begin to feel lighter as I start to cut. 
The weight is lifted, my blood is cooled 
Clarity takes the place the confusion that ruled 
For right now the depression is gone... 
But it will return before too long. 
Si(5Bet) 
Pale white skin 
Thin lines of scarlet. 
The razor only can release the pressure, 
Focus the pain 
Calm the raging forces. 
Si(81(ath) 
A little girl so sweet and shy 
A trusted. uncle made her cry 
From ages 6-12 years old 
"Its our secret" he said ... she never told" 
He just cared about his sexual needs, 
Now she stands here needing to bleed. 
Taking a razor, being precise, 
Cutting her arm, slice after slice 
Take a razor-cut it deep, 
Drops of blood before I sleep, 
If I die before I wake, 
Life was just too cruel to take. 
Relief is felt and blood flows red, 
Feeling alone instead of dead. 
Self-hatred, anger, guilt flow out, 
Total satisfaction without a doubt. 
We cut ourselves and burn our skin 
To punish ourselves and get rid of sin. 
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Si(9kat2) 
Too many thoughts inside my head 
I no longer want to feel 
As I cut my arm wide open 
The outer pain is no great deal. 
The blood is warm and flowing 
I feel no fear or alarm 
Just a feeling of great inner relief 
As my inner pain flows down my arm. 
As I start feeling better 
As my tears begin to dry 
Knowing that I've paid the price 
Now I don't have to die. 
Si(21sha) 
.; "I stare at 
it for a while and smile at what I've done. 
I ve let out all that's black inside me out. 
This is my sacrifice, 
My sacrifice to myself, 
To my past. 
The pain I feel is wonderful!! 
Finally! A pain that is tangible! 
And I created it! 
I feel refreshed and cleansed. 
I look down again to find I've started on my left arm... 
Deeper... Deeper ... DEEPERM!! There. 
I'm finished. 
Hide the bloody tissue and tack. 
Maybe I can finally get some rest .... inside this soul of mine. 
(a month or so later) 
.;. Why do you do this? Im trying to deal with past. 
This is why my seventh cut and won't be my last 
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Si(33Sar) 
"I clench my fists and bite my tongue 
To try and fight the urge. 
It starts within-exploding out 
An uncontrollably big surge 
The urge is getting stronger 
It's too hard to be fought 
I uncover the bag I hide 
To stop me getting caught 
I reach in for my "weapon" 
My heart is racing fast 
I wash from the blood 
From the time I used it last. 
I cut My wrists and watch the blood 
Trickle sown my arm 
Relief, control and now starts guilt 
I get my self-harm. 
I clear it up and cleanse my cuts 
They must get infected 
No one must know (with whom I talk 
My secret is protected) 
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Appendix 4 
Descriptor Codes Testimony Sources 
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Testimony Descriptor Codes. 
BH: 98 (Leila, Susan L, Ashley, Ceci) --Conterio, K., Lader, W., with Bloom, JX 
(1998) Bodily Harm- The Breakthrough Healing Programme for Self-injurers. New 
York: New York Hyperion. 
E. B. E (L) Gill 
Lev: 98(Juanita). Levenkron, S. (1998) Cutting: Understanding and Overcoming 
Self-mutilation. New York. New York. W. W Norton & Co. 
KT: 99 (Caroline) Kettlewell, C. (1999) Skin Game-A Memoir. New York: New 
York St Martins Press. 
Har; 95 (Judy) Harrison, D. (1995) Vicious Circles-An Exploration of Women and 
Self-Harm in Society. London: Good Practices in Mental Health. 
LOI: 1997(a-i) Babiker, G., and Arnold, L. (1997) The Language of Injury. Leicester: 
BPS. 
J. H. 1999 (Elizabeth, Meredith) Hyman, J. W. (1999) Women Living with Self-injury 
Philadelphia: Temple University Press. 
S. Ix (Jane) Email (ERE). 
WS (i&ii) (a-g) Arnold, L. (1994) Bristol Crisis Service for Women - Self-Injury 
Information BookleL Bristol. 
BCi (intro-b) Arnold, L. (1995) Women and Self-Injury-A Survey of 75 Women. 
Bristol: Bristol Crisis Service for Women/MHF. 
L. F. 11998 LeFevre, S. (1999) Killing Me Softly. Gloucester: Trio Press. 
LP 1994 (Marie, L. P) Pembroke, L. P. (1994) Self-Harm Personal Perspectives 
from Experience. London: Survivors Speak Out. 
SA 998 (Fran, Daphne, Fran Kelsey, Lindsay, Tamara). Strong, P (1998) A Bright 
Red Scream: Self-Mutilation and The Language of Pain. New York: New York. 
Penguin. 
320 
xi (N) Email + Writings and Poems. (Name withheld at request of woman 
concerned). 
vill (Ruth). Email 
Sh (a-Mpie) SHOUT (1996) Anonymous Self-Harm Support Newsletter (Published 
out of BCSW and Bradford). 
SIARI (i-Mar) SIARI http: //www. siari. co. uk 
w. j/a (96a-c) Waves Sexual Abuse and Self-injury July-August 1996). 
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Appendix 5: Graphical Presentation Data Summaries. 
Figure 1. Age of onset of cutting behaviour interview sample. 
Figure 2. Age of onset of cutting behaviour testimony sample. 
Figure 3. Age of cessation of cutting behaviour 
Figure 4. Professional qualifications and level of academic attainments at 
time of interview. 
Figure 5. Areas of work/encounters with self-injurious behaviours. 
Figure 6. "Experts" personal definitions and experiences of self-harming 
behaviours. 
Figure 7. "Experts" personal reactions to self-injurious behaviour in 
women with whom they had contact. 
Figure 8. Therapeutic interventions utilized by "experts" with self-injurious 
women in the course of practice. 
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Figure 9. Analysis of the initial characteristics, properties and modes of 
self-injurious behaviour during the initial interviews of "experts by 
experience". 
Figure 10. Blood interpretations. 
Figure 11. Summary of feelings associated with cutting (testimonies). 
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Figure 1: Age of onset of cutting behaviour in interviewee sample. (Interviewee 
9 did not state commencement age, and is not recorded as a result). 
Commencement Age(Testimonies) 
14 - 12 - 
10 - 8- 
6- 
4- 
2 
0 
Age (where stated) 
Figure 2: Age of onset of cutting behaviour in testimony sample. 
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Cessation of Self-injury 
m Age 31 
m Age 32 
ci Age 35 
ci Age 40 
m Age 49 
2 c3 
Age 30 
Figure 3: Age of cessation of cutting behaviour. 
10 
9 
8 
7 
6 
5 
4 
3 
2 
1 
0 
s RMN 0 RMN/RGN r-I RNMH/RMN o RM/RGN m RGN 
[3 Diploma m Graduate 11 Post-Graduate a Doctoral 
Figure 4: Professional qualifications and level of academic attainment at time 
of interview. (See glossary for explanation of qualifications) 
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4,22% 
4,22% 
% 
6,33% 
m Secure Provision m Acute Psychiatry 
o Specialist self-injury only ci Medicine/A/E /Nurse education 
m Midwifery/Education 
Figure 5: Areas of work/encounters with self-injurious behaviours. 
23 
2 
451 
43 
Chocolate M Over eating o Smoking 
(3 Vomiting M Alcohol E3 Recreational Drugs 
m Od OTC meds E3 Cutting 
Figure 6: "Experts" personal definitions and experiences of self-harming 
behaviour. 
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a5 
ci 4 Ei 6 
12 
ri 12 
4 
97 
[113 
m Anger m Helplessness o Think about the nurses 
c3 Sadness m Personal reaction differs c3 Avoid repunishment 
m Hard to listen to o They hate me 
Figure 7: "Experts" personal reactions to self-injurious behaviour in women 
with whom they had contact. 
4 
3 
7 
M First Aid M D. B. T. (modified) 0 CRT 
0 Therapeutic alliance M Constant Observations 13 Diversion tactics 
Figure 8: Therapeutic interventions utilised by "Experts" with self-injurious 
women in the course of practice. 
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Punishment from "E's", 7 
LAfrw 
EU-- 
--f 
w 
d of death, 3 ades, 3 
I-p-- care, 10 Use of glass, 6 
e Hiding W. ýd5 1ý3] C are improv 
Nur" fear Seff-iNwy, 
8 
SurvivaUrvieding to cut, 12 
PainM /mossy, 6 
Anger sefflothers, 6 
ConvoVbmng controlled, 3 Keep 
wn 
away, 2] Remove paintadness, 15 
LCycle of cutting, 4 
Scar history, 4 
'Language, 3 
Clear definition at time of cutting, 5 
Abuse causes cutting, 6 
Enjoyment/warmth, 7 
Blood vol important, 3 
i 
i, Gives a high, 4 
" Use of glass 0 Use of blades 0 Hiding cuts 
" Scar history 0 Clear definition at time of cutting 0 Language 
" Enloyment/warmth 0 Blood vol important 13 Gives a high 
" Body hate E Remove pain1badness M Anger self/others 
" Painful/messy E3 Survival/needing to cut 0 Post Cut regret 
" Nurse fear Self-inlury 13 Poor care M Punishment from "E's" 
M Afraid of death 
0 Cycle of cutting 
13 Abuse causes cutting 
0 Keep men away 
SControl/being controlled 
13 Cut carsiself help 
0 Care improved 
Figure 9: Analysis of the initial characteristics, properties, and modes of 
self-injurious behaviour during initial interviews of "Experts by Experience". 
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139 
E Quantity of blood R Blood ýds to flow ýy 0 Not able to etch blood f1m D Lots badness out 0 peace 
Figure 10: Blood Interpretations. 
191 
191 A 
Liii 
A 
r8l 
0 Overwhelmed 8 Completion of act 11 Numbness 13 Detached 
III PAserable 0 Shame 0 Calm 13 In control 
0 Block out/Remove pain E Control 13 Tired 0 Excitement 
M SooftV 0 Peace M Comfort 
[35 
Fig 11: Summary of feelings associated with cutting (Testimonies). 
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M4 
Appendix 6: Time Frame: Data Sets and Collection(s). 
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Appendix 6 
Data Sets: Details and Collections Dates 
1) Experts by Experience. 
SOURCE DATE(S) OF COLLECTION. 
Debs November 1999/ July 2003. 
Susan February 2000. 
Jules April 2000. 
Diane June 2000/Nov 2001. 
Anne June 2000. 
Gill November 2000. 
Jill December 1999. 
Reah (Email+ telephone call) October 2004. 
Nan (Email) March 2004. 
Jane July 2003. 
2) Experts 
SOURCE DATE(S) OF COLLECTION. 
Ron July 1999. 
Matt August 1999. 
Chris August 1999. 
Loo (Email) August 1999. 
Bob November 1999. 
Clara November 1999. 
Monty December 1999. 
Cat December 1999. 
Mick December 1999/2001. 
Leah December 1999. 
Jo May 2001/2002. 
Peter May 2001. 
Rosie September 2001. 
Flora July 2002. 
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3) Substantive Literature Review. 
Interrogation of literature sources and professional 
journals, containing language of cutting at time of cutting (minimal). 
2004-2005. 
4) Testimony data sources Period of Interrogation. 
(Full details in reference list). 
Source Bibbit(s). Date of Examination. 
Arnold, L (1994) WS Wi 2003-5. 
Arnold L (1995) intro a, b. 2000 
Babiker & Arnold (1997) Loi samples a-I 1999 
Bristol Crisis Service 
For Women (info book) Bibbits a-g 2001. 
Conterio, K. Lader, W. 
With Bloom, J. K (1998). Leila, Susan L 
Ashley, Ceci 2003-5. 
Harrison, D, (1995), Judy 1999/2003. 
Hyman, J. W. (1999) Elizabeth, Meredith 2001. 
Kettlewell, C (1999) Caroline 1999-2003. 
LeFevre, S (1999) LF 1999 2000/2003. 
Pembroke, L. P (1994) Marie, L. P 2003. 
Shout(1996) 
Self-Harm Support 
Newsletter. a-Mpie 2001. 
SIARI (web) i-33 sar 2003/2004. 
(accessed Jul-Aug 2003. 
S viii (email) Ruth 2001 
S ix (Email) Jane 2003. 
SA (N) name withheld 2003 
Strong, P (1998) Fran, Daphne, Kelsey 
Lindsay, Tamara 2003. 
WAVES 
(Self-injury & sexual abuse Website) 
96 a-c 2000. 
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